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JUsT PUBLISHED in ‘“‘ The Students Aids Series.” 


A IDS TO MEDICAL TREATMENT. It is a volume for which one somehow feels affection, as well as 
By 


; ~L sg admiration, because of its freedom from mistakes and misprints 
—— RR nag Ry ng — nia Helfast The Medical Directory is indispensable and inimitable—an 
and T. H. CROZIER. M.D., D.P.H., ? ROP. , ‘unofficial’ publication to which official publications must give 
Visiting Physician to the Belfast My pride of place.""—THE PRACTITIONER, January, 1931. 
Pocket Size. Pp. x + 260. Price 3s. 6d. (postage 2d.). London: J. & A. Churchill, 40, Gloucester-pl., Portman-sq., W.1 
Bailliére, Tindall & Cox, 7 & 8, Henrietta-street, London, W.C.2. Beautifully Illustrated. 120 Figures 12s. 6d.: post. 9d 
Try) y o4 cr 4 

Fourth Edition. Price 3s. 6d. ; postage 2d. ] ECENT ADVANCES IN R ADIOL( GY 

By PETER KERLEY, M.B., B.Ch., D.M.R.E., Assist 


An TO MEDI( AL DIAGNOSIS. Radiologist, Westminster Hospital. 


aul ’ | = - bg rete rhe — : London: J.& A. Churchill, 40, Gloucester-pl., Portman-sq., W.1 
ysician, Prince o ‘ales’s Genera ospital, Tottenham ; > > oF = TEP rn 

late Dean, North-East London Post-Graduate College. B* W. STEWART DUK E-ELDER, M.D., 
Bailliére, Tindall & Cox, 7 & 8, Henrietta-street, London, W.C.2. F.R.CS., pee Ophthal. Surg., * , Ge sorge s Hosp, 

7 2nd. Ed. 114 Illn 
7 HE HUMAN BODY RECENT ADVANCES IN OP HTHAL MOLOGY 
- By LOGAN CLENDENING, M.D. e 208 Tlustrations. sd. 
aes . THE PRACTICE OF REFRACTION, 

A very readable but accurate account of the human body, its Pondon: J. & A. Churchill, 49, Gloucester- pl., Portman-sq., W.1 

anatomy, physiology and diseases. With 102 illustrations from : 


photographs, old prints, diagrams and drawings. 10s. 6d. net. D's SEASES OF THE RECTUM AND COLON 


Lancet :—*' He has, we think, succeeded extraordinarily well in a 


very difficult task . . . The good common sense and absence of AND THEIR SURGICAL TREATMENT. 
faddism are particularly notable.” , at 
Wm. Heinemann (Medical Books), Ltd. ’ 
99, Great Russell-street, London, W.C.1. J. P. LOAEHA RT, MUMMERY, 
« 
Y J. F. HALLS DALLY, M.A., M.D. CANTAB., F.R.C. <, M.A., M.S B.C.OANTAB., 
M.R.O.P., Senior Physician to Mount Vernon Hospital. Senior eon, tot, Mark's Hospital. 


HIGH BLOOD PRESSURE P . 
Second Edition, Revised and Enlarged. Illustrated. 12s. 6d. net. Over Two Hundte@ Platas, and [llustrations. Price 25s. 
LOW BLOOD PRESSURE 
Its Causes and Significance. Illustrated. 15s. net. Bailliére, Tindall & Gor,®, Henrietta-strect, Covent Garden. 
Wm. Heinemann (Medical Books), Ltd., 99, Great Russell 8t..W.C.1. Large 8vo. With 71 Fully Coloured Cystoscopic Appearances,many 


E S O P| H A GEAL OBSTR U C TION: Pyelograms, and other Illustrations. 25s. net. Postage 9d. 
() ITS PATHOLOGY, DIAGNOSIS AND TREATMENT YSTOSCOPY. A THEORETICAL AND PRAOTIOAL 
(including four chapters on Cancer of the (sophagus). HanpBook. By JAS. B. MACALPINE, F.R.C §S., Hon. Surg 
_ and Surg.-in-charge of the Genito-Urinary Dept., Salford Roya! 
By A. LAWRENCE ABEL, M.S. Lond., F.R.C.S. Eng., Hospital, Manchester. “ 4 remarkable achievement . 
Assistant Surgeon to the Cancer Hospital, &c. one of the best monographs we have ever read.’’— Brit. JOUR. SuRG. 
Pp. 245. 132 Illustrations. 2 Col. Plates. 30s. net. Bristol: John Wright & Sons Ltd . London: Simpkin. 


“* Masterful and complete... . Cannot be too highly praised.” ray ARR THOMAS SPLINT AND ITS 


—Gune. Grn. ano Osstst. Jous. MODIFICATIONS IN THE TREATMENT OF FRACTURES 


‘Ixford University Press, Amen House, London, E.C.4. By MEURICE SINCLAIR, C.M.G, MB, Cu.B. (EDIN)). 
With 25 Illustrations. Demy 8vo. 9s. net; postage 5d Pp. 152. 85 Illus., with X-Ray Photographs, 3 Caarts. 15s. net 
YT E RIL a aE WOMEN: Oxford University Press, Amen House, London, E.C.4 


* DIAGNOSIS AND TREATMENT. , T " atiniin silat teeta non 00 
By SIDNEY FORSDIKE, M.D., B.S. (Lond.), F.R.C.S., Surgeon “Should be in the possession of every medical man.” 
to the Hospital for Women, Soho Square, London, &c. ype pores ‘ . 2 
“Shows... evidence of rich personal experience; will well TRINARY SURGERY 
repay the most careful study.""——THE LANCET. ’ » Gene Practitions 
London: H. K. Lewis & Co. Ltd.. 136 Gower-street, W.C.1. A ae potty fe “re — 
y 


‘hy ry > i ] 
§ A N C E R O F T H E B R ki A 8 T ’ Assistant Surgeon, St. Paul's Hospital for Genito-Urinary Diseases. 


J AND ITS TREATMENT. * Clearly written .. . furnishes the practitioner with information 
By W. SAMPSON HANDLEY, M.S., M.D.Lond., F.R.C.S. Eng. of great practical value in his everyday work.’"—Brit. Mep. JOUR 

‘i here 5 Asotin maa eis gk P SECOND EDITION. REVISED AND ENLARGED 

Second Revised Edition. With 82 Illustrations. 30s. net. Price 10s. 6d. (postage 6d.) 


Published for the Middlesex Hosp. Press by John Murray,London. Bailliére, Tindall & Cox, 7 & 8, Henrietta-street, London, W.C.2 
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MEDICAL NEWS 





Society of Apothecaries of London, 
At recent examinations the following didates passed 
in the undermentioned subjects :— > 
.—G. I. Benjamin, Medical College Madras, and Guy’s 
Gow Hinchliff, St. Mary’s H D. f 
Bheficia ; E. E.'S. St. John, Guy’ Wee a and a Wales King ing’s 


*"dtedetne. —W. A. Naidu, London Hosp. ; and R. 8. Wale. 
Forensic M: —F. Brodahl, St. .’3 Hosp. ; a Cc. 
Sarr Hosp.; H. R. Fosbery, Middlesex Hosp. ; 


Brown 
py 
—A. J.P. Fg ay London = eee Davies, 
St. Mary's Hosp. ; = C. _ mneor, Pinte, he Beltast 
and Guy’s Hosp. ; P. ii 
Jouhar Univ. of pute J. 
Hosp. ; ; W. K Scnarr, EK. 8. St. John, and 8. H. 
Ons Be Hosp. ; d R. 8. Wale. 
fo! Rowing candidates, havi completes te Faael Rreenine- 
tion, are granted the Diploma of the iety entitling them to 
x eo - h Hee wee and midwifery :—G. W. Hinchliff, 
. u, 


K. Schnarr, 4 and R. 8. Wale. 
University of Liverpool. 


At recent examinations the following candidates were 
successful :— 





DIPLOMA IN PUBLIC HEALTH. 

Part I.—A. C. Briffa, 8. Canter, R. F. Corlett, W 
J. Hatton, E. W. Jones, J. N. P. m, L 
Walsh, F. J. Welton, and E. B. Whit ‘h 

DIPLOMA 1N We MEDICINE. 

Behari, K. L. Phambert, ¥ Genes. A. . Cosrel, P.E. J. 

. i Gould M. Kalra, E. W. H. Maass, 

- A. Maniar, * K. T. Molt, C. Speirs, Dorothy M. H. Tripp, 

and J. Yunibandhn. 


* Recommended for the Milne Medal. 
DIPLOMA IN TROPICAL HYGIENE. 
or’ A. Loewenthal, J. E. D. Mendis, F. O’Driscoll, and J. K. 
University of Dublin. 
At recent examinations in the School of Physic, Trinity 
College, the following candidates were su i 


MASTER IN OBSTETRIC SCIENCE. 
8. H. Woods. 


FINAL EXAMINATION FOR M.B., B.CH., AND B.A.O. 


. A. Davies, 
G. Thomas, A. J. 


‘art I.— Therapeutics, Hygiene, P. , ae. 8S. N. Varian, 

C. J. Hassett, Martin ao and G. F. Harris. 

Part II. edicine Cc. ve, Elizabeth K. Roberts, 
T. F. O'Donnell, aret D. » Annie E. Thompson, 
C. H. Hutchinson, P. H. Peacock, rjorie L. Campbell, an 
W. A. Ryan. Surgery : Charles Bowesman, C. H. Adderley, 
P. e, Samuel Lavy, H. W. Dalton, C C. M. Elliot 
J. rlen, Jon *D. 8. Torrens, ?. ~ way, 
‘pile POD se Soeeph er, D> 'B. Bradshaw, J L. Martin, 
H. justace, A Harden, M. A Bhapiro, 


8. ‘ 
I. G. M'Intyre, A. D. Barber, 0. W. 8. WiteGereia. WwW 
R . Parton urton, J. B. Fleming, Dorothy R. R. Solomons, 


* Passed on high marks. 
Royal Society of Medicine. 
The Society’s house and library will be closed from 


Thursday, April 2nd, to Tuesday, April 7th, both days 
inclusive. 


St. Andrew’s Hospital, Dollis Hill. 

The mwas gd report shows that the 52 beds of 1928 had last 
= . thy: , and that many gen ome for admission 

ve to be refused. Durin, e year there' were 1356 
patients including a number of cases who remained an 
average of 20 days. Although there is no out-patients’ 
department the hospital was called upon to assist 273 cases 
of accident and urgency. 


Fellowship of Medicine and Post-Graduate Medical 

Association. 

A number of special courses have been for 
after Easter. From April 13th to 18th the Prince of ales’s 
Hi , in association with the North Middlesex Hospital, 
ee yy Be _ case «Mh 
noon (and some evenings) course in Ven will 
be given at the London Lock Hospital from April 13th to 

May 9th; an all-day course in Diseases of the Chest at the 
Brompton the Hospital a April 20th to 25th; a morning 


course at the ick Children, and an afternoon 

course at the Infante’ Hoe from April 27th to May 9th ; 

and an afternoon course Psyc cal Medicine at the 
y H from A: 2ist to ay yg al _ gm 


London Throat, d Ear 
Hospital from April 27th to May Sora is aivided {nto ef clinical, 
a IR re ” and ical classes, all of which, 

er ae eee Copies of ali 
sylla is and particulars of the course may be 


West London Post-Graduate eg eR 

The summer session of this post- uate college opens 
on wWodnentey: AP s aoe 15th, Neg Ty 4.30 P.M. an introductory 
address will livered by Sir Henry Simson, the dean, 
on Peckanadesie’’ Medical ucation, to which all medical 
gunctlibinens are invited. 


Auxiliary R.A.M.C,. Funds. 


The annual meeting of the members of the Auxiliary 
R.A.M.O. Funds will be held at 4.30 P.m. on Friday, 
— 17th, at 11, Chandos-street, Cavendish-square, W. 1, 

the annual ‘re will be presented and the officers 
and committee for the current year elected. 


Hygiene and Nursing in the Tropics. 


Over 40 people took part in the first course on this 
subject arranged the County. of London branch of the 
British Red ety, and a second course will begin 
at 9, Chesham-street, Belgrave-square, London, S8.W., on 
April 10th, continuing on Mondays, Wednesdays, and 
Fridays at 5.30 P.M. 


Industrial Lighting. 


Sir John Parsons, F.R.S., will preside at a lecture on 

Ler rep Lighting to be given at the house of the Royal 

yy of Arts, oS a Adel = London, at 8 P.M. on 

April 1 isth by Mr. D. RB . Wilson, M. deputy chief inspector 
ries, 


City of London Maternity Hospital. 


At the annual wr.’ last week it was stated that 
9395 midwives and 15,827 maternity nurses had been 
trained at the institution. Last year the 1649 mothers 
who were admitted provided voluntarily a quarter of the 
hospital’s income, which, however, fell short of the 
expenditure, 


Married Medical Women on Hospital Staffs. 


As re on p. 362 of our issue of Feb. 14th, the 
governors of Birmingham General Hospital some time ago 
resolved that married women should not be eligible ~ 
appointments on the medical staff, and that women members 

of the staff who marry during their tenure of office be 
required to resign ‘‘in view w of the disorganisation of the 
work of the hospital which may be entailed owing to the 
demands of their domestic duties.’”” Under the rules the 
resolution required to be confirmed at the next annual 
meeting, and when the question came up last week con- 
firmation was refused by 22 votes to 20. 


Medical Women’s Federation, 
Association. 


The annual dinner was held on March 13th in the Cale- 
donian Hotel, Edinb » when Miss Gertrude Herzfeld 
presided over about 100 members and > Among 
the guests were Sir Norman Walker, Prof. E. Bramwell, 
Dy. Alice McLaren, Dr. John Guy, Dr. Mercer Watson, Mr. 
David Lees, Prof. and Mrs. Johnstone, Prof. F. A. E. Crew, 
and Dr. James Young. 

Miss Herzfeld, in proposing the toast of ‘‘ Our Guests,” 
said that the question was sometimes asked why a Medical 
Women’s eg mcr nor was required. One reason was because 
women vere eee in the profession and they were struggling 
against odds. "rey ‘had to, because they” were. no 
women’s hosp ital. had to, on beng J were not 


Scottish Eastern 


allowed into the Re Royal 5 Tame f es 
orward to the time wien woul "Women wanted 

to take their part in the profes sion as. whole with their 
men coll was that the women 
did not do an pry He San worthy of recognition. 
Medical women in ioburgh were trying to do something, 
and spurred on by the example of the Marie Curie Hospital, 
they decided to tackle ‘the gynzcol ad aspect of 
radium treatment. “They had formed a de system of 


research, and had gained the recognition of “the Medical 
Research Co 


found any difficulty in teac classes. It was 
only in codperation that medi men and women would 


overcome the difficulties in front of them. 
Prof. Bramwell also re briefly. Dr. Elizabeth 
— adn of ‘gga work of the Marie ie Hospital. 


the toast of *“‘ The Cancer 

Scottish Associations of the 
Medical. en Women's. Federation,” —- _ would have 
pet yk of at 
co) em 
they welcomed , and would be glad to help in 
any way possible. ulated the committee on the 





the secretary of the Fellowship at 1, Wimpole- 
oso London, W.1. . = 





selection of Miss to control the work. 





runcil, 
Sir Norman Walker, replying, said that he had never . 
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A Hospital Farm. 


In an address to the Rotary Club of Tooting Dr. R. 
Worth, medical superintendent of Springfield Mental 
—_ Upper Tooting, stated that the farm belonging 

jon is the only one in the Administrative 

County of London. The 46 cows supply all the milk con- 

sumed in the hospital, crops of vegetables and fruit 
are grown, and many pigs bred. 
agp Costs at Plymouth. 

ccording to the estimates of the Plymouth public 

health committee the weekly cost per patient in the city 


hospital will be £1 15s. This low figure is officially explained 
by the size of the hospital (500 beds) and b 








Manchester, Ancoats Hospital.—H.S. At rate of £100. 
Manchester Ear H -equare, All Saints.—Non. 
Res. H.8. At rate of £150. 


Manchester, Royal Children *s Hospital, Pendlebury.—Res. Surg. O. 


‘At rate of e125. es 
at rate of cle eae” . Give, 


—Dickinson 
ere in in Medicine. é £300, and Bickingen 0 
Mancheuter’ St. ‘Mary's ante Eiceptinte.—¥our H.8.’s. Each at rate of 


Morpeth, nington Sanatorium, Clifton.—Jun. Res. M.O. 
At ae my £100. 
‘ewark General Hospital.—Res. H.8. gs 


Netiingham General Hi trate of £200. 





in bulk on a codrdinated contract of the wiehe of the 
visions, drugs, and medical requirements of the city hospitals 
and the mental institution ry Blackadon. 


Appointments 


GERRARD, E. A., M.B. Manch., M.R.C.S. Eng., 
a pemeed, and Assistan 


LAWRENCE, N. E., F.R.CS. Eng., L. Ra P. Lond., M.R.C.S., 
Orthopeedic Registrar to Salford Royal Hosp ital. 
QUEEN F.R., 


CHARLOTTE’S MATERNITY HOSPITAL : STANSFIELD, 
M.B., B 8. Lond. Senr. Resident Medical Officer; GROSE 
GN. i 2.B. Lond a. M. BCS. Asst. Resident M 


M. fs MR.C.S., L.R.C.P. Lond., 

District Resident Medical O 
Certifying Surgeons under the F. , = EE Workshop Acts: 
| Aten es E., L.R.C.P. 1 an M.R.C.S. (N leach, 


Gloucester) ; HaYwanrp, A. W., Li R.G.P. L M.R.C.S. 
(Stock, Essex). = 











Vacancies 
For further information refer to the advertisement columns. 
Bedford Cow Hospital.—H.8. At rate of £175. 
Belgrave _ , Clapham- 


Hospital for C -road, S.W.—H.P. and 
HS. Each att rate of £100. 
City Babies’ Hospital.—Jun. Res.M.O. At rate of 


Birmingham o~ Maternity gas Child Welfare Dept.—Three 
Temp. M.O " 


* wb £10 per wee 
ng and Throat Toepital, Edmund-street.—H.8. for 
Out-patient - Dept. At rate - £150. 

‘ootle General Hos -—Jun. . At rate of £150. 
Bradford Children’ 's Hospital. — HS -, and H.P. 
Brigi Ma a Sussex County Hi 
Bristol 
ek I 





dewey ames yay are Ti rate of £200, 

— pts. rate o 4 

Tadenbrooke's H .—Res. Ansst and 
mcy Officer. Also H.P. Each at rate of £130. 

Cardi; 'y Lodge Institution. elas and Third Asst. M.O.’s. 
al £150 poypecive 

Carlisle of - mberland I ~ Py S. to Ear, Eye, &c. Dept. 

At rate of £155. 


Charing Cross Hospital, C.—Med. Reg. £150. 
Chester mil P, £150. 


shire Royal Hospital.—H.S8. 


.J 
Eme 


At rate 


Sanatorium.—M. 

Ealing Borough, Maternity ahd Child Welfare Services.— Asst. 
East liam Memorial oe. Shrewsbury-road, E.— to 
Depts., and Cas.O. Each at rate of 20 Abc. 
. At rate of £150. apa 

ssex Administrative County.—Jun. Asst. County £500. 
Sedine Raven for Children, ‘Jonthwearis S.E.—H.S. At rate 

0 
Gloucester, Gloucestershire Royal I —Res. Surg. O., 
and Ist H.S. At rate of £200 0 and tnd £136 36 fespective 
Harrogate Royal Bath H: A rete of £156. 
— By ao Sussex Hospital Temp. Hes. Sen. H.S, 
Hospital for © lonsum; and Diseases of the Chest, Brompton, 
We: P. At rate of £50. 
nwad f Sick Children, Great Ormond-street, W.C.—H.S. 
Each fa rate of £100. 

Hull Royal I H.S. to Opth. and Ear, Nose and Throat 
Depts. At rate ‘of £150. 
Kincardine, County of. eg hs M.O.H. £600. 
Lancaster, County Mental H. .—Asst.M.0. £500. 
Leami Spa, Warnef General Hospital.—Res. 


165. 
Leeds, St. a and 8. #£200. 
Leicester Royal .—Two Surgical Dressers. Each 
_ 10s. ok bec wee 

stershire and 


Rutland Mental Hospjtal, Narborough.— Asst. 


H.P. 


M.O. 2350. 
Lk H —H.P. and H.S. Each £100. 
London Jewish H wer -green, E.—Hon. Asst. P. 
London Light Clinic, 42, -road, 8.W.— 
Three on. "Giciting Physicians. 





—Cas. O. 
General Homptial—2 tal BS. At sane of £120. 
ome a 5 Infirmary.—H. to Special Depts. Each at rate 
0! 4 
ri » Warneford Mental Hospital.—Asst.M.O. £300. 
Green 


Children’s Hi W.—H.P. Also HS, 
Each at rate of £150. — 


Plymouth, South Devon and E. Cornwall Hospital.—H.8. At 


rate of £100. 
Ed Committee,— Asst. School M.O,. #8500. 
—8rd H.S. Also Cas. O. At 


Hospital. 
of £130 and £100 respectively. 
and County Infirmary. alg 8150. 


of Lancaster 

pe NN. Sen. and 
d Special H.S. Each at rate of £120. Also 

un. H.P. and Two Jun. H.S.’s. peck 


‘Tnstlivis, House-street, W.— van ie ky At 
ng House- — Surg. 4 
rate of £250. 

Infirmary and Di. —Jun. H.8. £200. 

Hospital.—Cas. H.8. £120. =e, S to Ear, 

Nose and Throat Dept. Also Hon. Surgeon to 
Out-patiente’ its. 

Royal Free H. 's Inn-road, W.C.—Res. Cas. O. £150. 

Royal London Ophiha ospital, City-road, E.C.—Sen. Res. O. 

rate o' 
Belierd tty City Infectious Diseases Hosp.—Jun. Asst. Res. M.0. £200. 
Helens Hospital.—H.8S. 


00. 
St. John’s Hospital for ieee of the Skin, 49, Leicester-square, 
W.C.—Hon. Jun. Med. 
St. Rave op for Cancer, &c., City-road, E.C.—H.S. At 
rate o 
seek: | Abbot's Hospital, Marloes-road, Kensington, W.—Asst. 
St. Mary, Isli: Lae g~ hy hgate Hill, N.— Asst. M.O. £350, 
thor aoe ty nt, Tioopital .—Second Res. 
Senha Munici Council—Public Health Dept.—Asst. 
Aone ee. B50 Tis per mensem. 


pane .—Res. H.S. and Res. H.P. 
at of £160. HP 


Stoke’ Staffordshire ye £150 
Newington Dispensary street.—Res. M.O. £200. 
Surrey ice Sanatorium, ae third Asst. Res. M.O. 


Taunton, Taunton and Somerset Hospital.—H.P. £100. 
Wallasey Victoria Ci os entral H¢ —Jun. H.S8. At rate of 2100. 
alsall General Ho 


Ld hak 7, “At rate _ £150 Sen. Res. 
estern mic capital, — 
H. As and Jun. H.S.’s. At rate of £150 and y e100 respec- 


tively. 
The Chief Inspector of Factories announces a vacant appointment 


for a Certifying Factory Surgeon at Rhayader (Radnor). 


Births, Marriages, and Deaths 


BIRTHS. 


ARMITAGE.—On March 18th, 1931, at Elmfield Lodge. Feetnaey 
wife of George Armi itage, M.C., M. (Leeds), 


iter. 
13th, the » wife of G. S. Armitage Bishop, 
Whaley House, Melton Mowbray, of a son. 
~On March, a at = in Hi, Acle, Norfolk, the wife of 
ay, of a 
TuckER.—On March 17th, to Ena Mildred Tucker, M.R.C.S., 
-L R. C.P., née Sansom. wife of Robert L. Tucker, Compayne- 
gardens, N.W.—a daughter. 


MARRIAGES. 
BARNETT—WILLIAMS.—On March 23rd, at St. Saviour’s, 
Warwick-avenue, W., Dr. Maxwell Key Barnett, wd Shirley- 
road, Southampton, to Dora, youngest daughter of Mr. 

and the late Mrs. E. W: idgn 
Lorp—CaRR.—On — 21st, at the Church of St. , Mery te 
Lieut.-Colonel ord, 


John Robert 
C.B.E., M.D., 








‘ROPE. to Dr. Ruby Thornton Carr, 
both of Horton, Epsom. 


DEATHS. 
CowLry.—On March 23rd. at St. . Thomas’ 's Hospital, Alexander 
” North Finch’ 


* zwemestenn, 


Myth af re 
Charles Brandon Thompson, ante. 


N.B.—A fi 1s. 6d. is charged REI 
uted nego sll 
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SLEEPING SICKNESS IN AFRICA. 

THE shortage of officers in the Royal Army Medical 
Corps, on which we commented in a leading article 
last week, gives a special significance to two recent 
papers on its work on sleeping sickness in Africa. 

riting on Years in Central Angoniland 
with the Sleeping Sickness Commission,' Major- 
General D. Harvey’s avowed object is to show that 
the medical officer’s duties in the Army in peace-time 
are not confined to sick parade and office work, but 
may include travel, sport, and scientific research, on 
which may ——— the future of whole provinces of 
the Empire. neral Harvey’s commission went out 
to Nyasaland in 1911, in consequence of the detection 
of trypanosomiasis in that area, and its chief object 
was to discover the mosquito responsible, since 
Glossina palpalis—already recognised as the carrier 
in Uganda—was not known to exist in Nyasaland. 
The result of the commission’s work was to show that 
(. morsitans was the carrier of a type of trypanosome 
identical with the Rhodesian type, and the story of 
the research is a fascinating one. 

Even more interesting, perhaps, is Major G. K. 
Maurice’s account of Sleeping Siekness in the Sudan.? | 
The authorities there were fully alive to the danger, 
having been warned by the appalling results of the | 
disease in Uganda, where the population of the lake | 
district was reduced from 250,000 to 50,000, and the | 
remainder had had to be evacuated entirely from the | 
fly areas. In 1905 -a commission, appointed for the | 
purpose, made recommendations to prevent infected | 
natives from crossing from the French and Belgian | 
territory adjacent, but in spite of the cordon sanitaire 
which was established, some 70 cases occurred in the 
province of Bahr-el-Ghazal, though none of them was 
of Sudanese origin. By 1910 the Sudan could be 
said to be free from sleeping sickness. 

In June, 1910, however, the Lado enclave was | 
taken over from the Belgian Government and incor- 
porated in the province of Mongalla. By 1913 
547 cases had been detected and segregated in this 
area. Unfortunately, a fresh area of infection was 
discovered in 1914, coincidently with the depletion 











detect and segregate infected cases, and Major Maurice | 
relates in detail the measures by which a handful of 
British and Syrian medical officers succeeded in 
stamping out the disease and, incidentally, trans- | 
forming the appearance of the district and the | 
habits of the natives. The plain account makes a | 
thrilling story. The wastage among the British officers | 
was very high. The first senior medical officer left the | 
district worn out in mind and body and unfit to return ; 


blackwater fever, while the fourth left the district 
suffering from repeated attacks of malaria at short 
intervals. In spite of this, settlements, roads, 
bicycles, and motor-cars were introduced, not because 
“any of us minded the discomforts of travel in 
unopened Africa, but because the discomforts were 
aaa with the work which had to be done.” 
By 1928 sleeping sickness had been eradicated in a 
district five times the size of Wales, by a staff which 
at no time exceeded one British and six Syrian 
medical officers, and was usually much less. In the 
course of the campaign the natives had lost their fear 
of the white man and had learnt to obey laws. ‘‘ The 
task of extirpating a disease had profoundly affected 
the life of a people.” 


MEDICAL MEMBERS OF THE L.C.C. 
In the newly-elected London County Council the 
following seven members possess medical qualifica- 
tions: Dr. C. W. Brook, N. Southwark (Lab.) ; 


i ? Jour. of R.A.M.C., May, 1930. 
* Ibid., September and October, 1930. 











the second died three days after reaching Tembura ; 
the third had his health permanently impaired by | 








Dr. Stella Churchill, S.E. Southwark (Lab.); Dr. 
S. W. Jeger, Shoreditch (Lab.); Dr. Florence Barrie 
Lambert, C.B.E., St. Geo. Westminster (Mun. 
Ref.); Miss Esther Rickards, F.R.C.S. (Lab.); 
Dr. Adeline Roberts, St. Marylebone (Mun. Ref.); 
and Dr. Henry Robinson, N. Kensington (Mun. Ref.). 
Miss Rickards is an alderman. Dr. Roberts and 
Dr. Churchill have been re-elected. Dr. Lambert 
is chairman of the Central Public Health Committee 
and a member of the Midwives Acts Committee. Dr. 
Roberts is chairman of the Mental Hospitals’ Com- 
mittee and a member of the Housing Committee. 
Alderman Rickards is on the Public Health and 
Housing Committees. Dr. Churchill is on the Mental 
Hospitals Committee. Dr. Robinson is on the 
Public Health, Parks, and Welfare of the Blind 
Committees. Dr. Jeger is on the Public Health and 
Entertainments Committees. Dr. Brook is a member 
of the Parks and Open Spaces Committee. 


WITH A POCKET LENS. 

Dr. James Small’s little book? is intended to open 
up the vastly interesting region which lies between 
the microscopical and the naked eye. In 700 line 
drawings and 200 descriptive paragraphs he sets 
out what can be seen by any boy or girl with a good 
pocket lens magnifying ten times, the materials 
being arranged according to their seasonal availability. 
All that is needed is a Coddington lens, a pair of 
tweezers, an old razor blade, and a slip of stiff celluloid. 


| Dr. Small dedicates the book to two small children 


who wanted to see the insides of things, and it should 
be of service in providing scope for the youthful 
inquirer of all ages. 


1Pocket-Lens Plant Lore, Month by Month. By James 
Small, D.Se., F.L.S. London: J. and A. Churchill. 1931. 


Pp. 224. 5a. 





Medical Diary 


Information to be included in this column should reach us 





of the medical staff owing to the war. It wasnot until |" proper form on Tuesday, and cannot appear éf it reaches 
1919 that a determined effort could be made to | # later than the first post on Wednesday morning. 


SOCIETIES. 


| HUNTERIAN SOCIETY. 


Monpay, March 30th.—7.30 P.M. (at Simpson’s Restaurant 
2 and 3, Bird-in-Hand-court, 77, Poultry, Cheapside), 
Dinner followed by a discussion on the Common Cold. 
Openers: Dr. E. P. Poulton-and Dr. Oliver Heath. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


WEST LONDON POST-GRADUATE COLLEGE, Hammer- 
smith-road, W. 

MonpDaY, March 30th.—10 a.m., G logical Ward, 
Genito-Urinary © tions. Skin Department. 11 4.M., 
Surgical W: Visit. 2 P.m., Surgical Ward Visits. 
Operations. Medical, Surgical, Eye, and Gynecological 


Out-patients. 
TUESDAY.—9.30 a.M., O tions. 10 a.M., Medical Ward 
Visit, Dental it. 114.M., Throat Operations. 
11.30 a.mM., Surgical Demonstration. 2 P.M., Operations, 
Medical, Surgical and Throat Out-patients. 
WEDNESDAY, April ist,—10 a.M., Medical Ward Visit, 
Children’s Medical Out-patients. 2 P.m., Operations, 


. cal, and Eye Out-patients. 4.45 P.M., 
Venereal D: Demonstrated. 
THURSDAY.—10 a.M., Neurological Department. 11.30 4.M., 
ure onstration. 2 P.M., cal, Surgical, 
Genito-Urinary, and Eye Out-patients. 2.30 P.M., 
Operations. 
AMPSTEAD GENERAL AND NORTH-WEST LONDON 


HOSPITAL. 
WEDNESDAY, April ist.—4 p.M., Dr. H. C. Semon: 
Treatment of Minor Skin Affections. 


MANCHESTER VICTORIA MEMORIAL JEWISH HOS- 
PITAL, \beth-street. ; 
WEDNESDAY, April Ist.—4.30 P.M., Mr. I. Blain : Common 
Surgical Conditions and Their Treatment in General 


MANCHESTER ROYAL INFIRMARY POST-GRADUATE 

COURSE. ; 

TUESDAY, March 31st.—4.15 P.m., Dr. E. D. Gray: X Ray 
Examination of the Intestine. 
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ADDRESSES AND ORIGINAL ARTICLES 





THE STUDY OF SYMPTOMS.*~ 


By Jonn A. Rytz, M.D., F.R.C.P. Lonp., 
PHYSICIAN TO GUY'S HOSPITAL. 





THE clinical appraisement of disease in man is 
customarily based upon inquiries into personal and 
family history and environment; the patient’s 
account, both voluntary and elicited, of his own 
subjective discomforts ; an estimate of his physical 
type and psychological endowments; and a routine 
examination of his various systems. In cases of 
doubt or difficulty we may further employ certain 
instrumental devices such as the electrocardiograph, 
or invoke the aid of the radiologist, the chemist, or 
the bacteriologist. Where none can be neglected 
it would be difficult indeed to say upon which depart- 
ment of such aninquiry we chiefly rely for our opinions. 
In one case the patient’s ancestry or his own previous 
pathological career may be all important, in another 
physiognomy, or the physical examination may give 
the answer to our question. Often a judical analysis 
of all available information is necessary. In the 
earlier part of our clinical training it is usual to stress 
the importance of physical signs, and long hours are 
properly devoted to perfection in the arts of palpation, 


percussion, and auscultation.- Nevertheless I am | 


persuaded that with the growth of experience pride 
of place is often given to symptoms—that is to say, to 
the purely subjective phenomena of disease. Without 
symptoms patients would not come to us at all. 
Symptoms are a part of morbid physiology; they 
express disturbances of function. As a rule, therefore, 
they precede the development of signs which are but 
the outward morbid anatomy of the living. 

In the first days of practice we are often baffled 
by the symptoms which our patients describe and 
sometimes disconcerted when we find so little of an 
objective nature to support or explain them. As 
the years go by, however, we begin to understand 
and to be grateful for symptoms. Again and again | 
we find ourselves making a reasonable diagnosis 


in our work some of the crumbs of the philosopher or 
the natural historian. 

I shall, therefore, commend.to you the study of 
symptoms for their own sake as well as for the sake 
of your patients and your professional reputations. 
I do so the more eagerly because I feel that the subject 
still suffers neglect in our generation and that it offers/ 
Ne wide field for future research. 

I need hardly remind you that there have been 
many great students of symptoms whose names and 
the results of whose researches will abide. In our 
own island Hilton, Ross, Head, and Mackenzie are 
famous for their inquiries into the problems of pain. 
I would commend to your reading as an introduction 
to the whole subject Hilton’s ‘Lectures on Rest 
and Pain” and Mackenzie’s “Symptoms and their 
In tion.”’ Hurst also in his lectures on “ The 
Sensibility of the Alimentary Canal” deals at 
with alimentary pain and other disturbances of 
alimentary sensation and correlates the results of 
physiological experiment in man with clinical observa- 
tion. From these writers and many others whose 
papers are scattered through the journals we may 
learn something of the methods which have been 
evolved for studying symptoms. 


Methods of Study. 

Two important papers appeared last year in the 
British Medical Journal, one by Sir Thomas Lewis 
entitled Research in Medicine: Its Position and its 
Needs, and the other by Mr. Wilfred Trotter entitled 
Observation and Experiment and their use in the 
Medical Sciences. The first is critical, stimulating, 
even provocative and makes an appeal on behalf of 
clinical science as opposed to curative medicine. 
It suggests that the experimental study of disease 
in man, as supplementary to the older observational 
method, must shortly come into its own and 
for the appointment and endowment of research 
physicians who shall be relieved of the necessity of 
practice. The second is an admirable philosophical 
inquiry into the relative merits and achievements 
of the observational and the experimental schools. 


while we sit and listen to the patient’s story or ply | In the biological sciences it is clear that observation 


him with our questions, before ever his clothes have 


been removed or a physical sign has been sought. { ST 


The majority of patients have indeed little to show 
in the way of physical signs, for these depend upon 
advanced structural change. But even in serious 
forms of organic disease in which, sooner or later, 
definite physical abnormalities become apparent, 
symptoms may not only be earlier but also more 
eloquent than signs. They have, therefore, a 
particular value for the contributions which they 
make to early diagnosis. And so, on the score of 
its practical utility alone, I hope you will bear with 
my attempts to interest you in a subject which might 
at first seem to be an elementary part of the daily 
task of all students of medicine. | 

There is, however, another aspect of symptoma- 
tology and that is the attraction which it offers as a 
study in itself. For many of us the philosophy of 
medicine, which runs parallel with the art of medicine 
pursued for humane ends and with a view to “ bread 
and butter,” is a perpetual interest. I am sure we 
should all endeavour to make it so, for the joys of 
practice are greatly enhanced if ‘we can also gather 





* An address de 
5614 


livered before the Glasgow University Medico- 
Society on Jan. 22nd. 


and experiment must ever go hand in hand. The 
t clinical scientists have commonly made use 
of both. It is certain that experiment will play « 
fuller part in the future, but observation must 
continue to make its steady contributions to know- 
ledge. It should be our continual concern to train 
better observers and better experimenters. Now 
it is obvious that only a minority will have the 
means, the aptitude, or the opportunity essential 
for the life of the experimenter. The majority will 
continue to enter practice in one form or another, and 
every one of these must do his best to become an 
observer, or in fact a physician—a student of ¢éow or 
nature, for this (as Prof. Gairdner + so aptly insisted 


many y ago) was the original interpretation of 
the word.f The more correctly he observes and the 
more y he sifts and records his observations 


the better practitioner will he be, and the more 
likely is it that he will render useful service to clinical 
science. There is no subject that he will have better 
opportunities of studying than the subject of 
symptomatology, for he will live in the midst of 
symptoms. It will, I think, be a very long time 
before symptoms can be studied experimentally 








t The Physician as Naturalist. Glasgow. 1888. 
°o 





738 THE LANCET,] 


DR. J. A. RYLE: THE STUDY OF SYMPTOMS. 


[aprin 4, 193) 





on any considerable scale. Very few of them can be 
accurately reproduced. The majority of them as they 
occur in nature afétransient. We have no practical 
method at present of measuring or photographing 
subjective phenomena. They express the behaviour 
of diseased or disordered tissues, and like the behaviour 
of plants and animals we are likely to learn more 
about them by constant and close observation, by 
careful recording, and by correlation of these observa-\ 
tions with objective phenomena and existing physio- 
logical knowledge than by any other process of study 

If we pause for a moment to think of such familiar 
symptoms as pain and dyspnoea we realise at once 
that, while our intimate knowledge is slight, we can 
already classify them into several varieties of pain 
and dyspnea and that in certain instances a particular 
variety has a very special significance. When it 
has a special clinical significance it also has a special 
physiological significance, and the actual mechanism 
of the pain or the chemistry of the breathlessness 
in such case has commonly been proved. In time 
it should be possible to sift and classify and analyse 
all the subjective phenomena of disease in the same 
way, and the meaning of nausea, heartburn, anorexia, 
the various forms of breathlessness, vertigo, the 
various headaches, backaches, heartaches and stomach- 
aches, the referred pains, the dysurias and dysmenor- 
rheas, the tinglings and numbnesses, the fidgets 
and the spots in front of the eyes, will then be made 
more clear to us. It can scarcely be disputed that 
diagnosis, prognosis, and treatment will greatly 
benefit thereby. 

That our individual studies of symptoms may 
prove a pleasant task I shall endeavour to show out} 
of my own small experience. At the same time I 
shall offer more detailed suggestions for the conduct 
of the observational method in this field. 


Nature and Function of Symptoms. 


Symptoms, as has been stated, express a disturbance 
of function. Although they are often caused by 
organic disease, they do not express the disease but 
the disturbance of function which the organic change 
produces. The same symptoms may thus be produced 
by functional error or structural flaw. While not 
specific for diseases, symptoms are, nevertheless, 
specific for functional errors and these errors, for the 
most part, depend upon an exaggeration, a depression, 
or an inhibition of normal reflex phenomena. The 
dyspnea of great effort in health is physiologically 
similar to the dyspnoea of small effort in heart disease. 
The angina of anxiety or tobacco excess or anemia 
has the same physiological basis as the angina of 
coronary sclerosis, although none of its gravity. 
Gastric and intestinal pain as severe as the pain of 
gastric ulcer or intestinal obstruction may occur in 
the absence of gastric or intestinal disease. It is by 
the character and behaviour of the symptom and by 
its associations that we differentiate. Giddiness may 
be due to cerebellar disease, to slight organic changes 
in the labyrinth, or to transient circulatory effects. 
Again, it is not on the symptom itself so much as its 
severity, duration, and associations that we base our 
diagnosis. 

The conception of symptoms as the signals of 
functional disturbance may seem a very elementary 
one, but it.is none the less important. It is as such 
rather than as the listed characteristics of diseases 
that we should wish to yiew them. We should 
constantly be asking ourselves “‘What does this 
symptom mean?” not “ What is it a symptom of ?”’ 





The function of symptoms is presumably protective. 


Dyspnea demands general rest for a local and general 
advantage. Pain in an injured limb compels local 
rest and so permits repair. The pain of angina 
pectoris demands instant immobility and so spares 
the heart in jeopardy from anoxemia and acute 
muscle failure. The pain of exaggerated hunger- 
tonus in duodenal ulcer calls for food relief with 
temporary mechanical and chemical rest for the ulcer. 
The pain and short, shallow respirations of pleurisy 
and pneumonia limit the expansion of the chest and 
rest the inflamed pleura and lung. “Pins and 
needles’ in a eramped limb wake us from sleep 
and compel us to restore circulation and sensation , 
by movement and friction. Often, we must confess, 
nature seems to overdo the protective stimulus, for 
pain may be out of all proportion to the size and 
gravity of the lesion. Thus the pain of a minute anal 
ulcer is excessively severe and, although the spasm 
of the sphincter may shut the canal against the 
passage of feces, it is in itself a cause of added pain 
and by causing constipation may even aggravate 
thetrouble. The protective significance of many other 
symptoms is obscure, but for the most part they 
are symptoms whose nature remains at present 
undetermined. Ina more remote and less biological 
sense symptoms in man are protective in that they 
compel their victim to seek the advice and aid of 
others. 

The remote physical symptoms of anxiety, hypo- 
chondria, and other psychic disturbances are of central 
origin or to be referred to the emotional plane. They 
may be due to a loss of balance between vagal and 
sympathetic activity, or they may be called into 
action as a mask for truth or as a plea for sympathy. 
It is also an early lesson of practice that the degree 
of symptoms primarily due to physical causes may 
be increased by anemia, general debility, tempera- 
mental factors, or psychic states. Such modifications 
provide one of the most considerable difficulties 
encountered in the assessment of the subjective 
phenomena of disease. 


Three Symptoms. 


I propose to review some elementary observations 
on three very diverse symptoms, all likely to be 
encountered in general practice or medical consulting 
practice, all capable of expressing organic change 
or functional disorder, but all—properly assessed— 
of the greatest help in distinguishing organic from 
functional disease. 

The first symptom is a type of abdominal pain 
originating in the colon. Sometimes of considerable 
severity it is one for which operations are frequently 
but fruitlessly performed. The suggested method of 
analysis of this pain may stand as an example for 
the analysis of any other visceral pain, and as one 
plan of attack in the observational study of subjective 
phenomena. . 

The second symptom is nausea. It is one which ' 
may be evoked in health and which occurs in a variety 
of physical disorders. The method of considering 
the common factor or factors in the widely varied 
conditions in which it occurs is another obvious 
method of approach to an individual symptom. 

The third symptom is one of the strangest but 
apparently one of the most real and vivid of all 
subjective phenomena. It is the sense of dying. 
the feeling of impending dissolution, or angor animi, 
which in the literature is most frequently associated 
with angina pectoris but which also occurs in several 
other conditions, as I shall show, and most frequently * 
in the absence of serious structural disease. This 
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symptom being, like nausea, less precise and definable 
than pain requires other measures of analysis. 


COLONIC PAIN. 


The particular type of abdominal pain on which 
these observations are based occurs as a rule in the 
absence of any demonstrable organic change and is 
the expression of tonic over-activity or sustained 
spasticity in the colonic musculature. It is frequently 
troublesome and persistent, sometimes very severe, 
and quite commonly leads to appendicectomy or 
exploratory operations. Here is an account of a case : 

A man, aged 30, of spare habit and nervous temperament 
first began to experience abdominal pains at the time of 
his final examinations in medicine. After a period of 
freedom they recurred when he sat for his final Fellowship. 
They were referred to the right side of the abdomen. Later 
he experienced them in the upper abdomen and occasionally 
he had pain in both iliac fossx. 
from asthma and migraine. When he first consulted me 
he had been examined with X rays on no less than six 
occasions, and had been diagnosed as having both a hyper- 
tonic and a hypotonic stomach and as a case of “ nerves.” 
Fatigue and worry were the chief aggravating factors. On 
one occasion he thought he had appendicitis, but then 
discovered that what he took for rigidity was a hardened 
cecum or ascending colon. I found a cord-like descending 
colon; and on another occasion an easily palpable and 
contracted ascending colon. With reassurance and modifica- 
tions in his mode of life his health improved greatly. In his 
attacks he found that belladonna gave him great relief. 


The condition has been variously described as 
spastic colon, spasmodic constipation, and tonic 
hardening of the colon. It is a visceral neurosis 
akin to asthma. Its etiological and clinical characters 
I have discussed fully elsewhere.1? Anxious to 
investigate the nature of the disorder and the cause of 
the pain, I analysed my notes of 50 cases and applied 
to the pain itself certain tests or queries which have 
been helpful to me in the study of other pains. These 
tests or queries are in the form of ten questions 
relating to: (1) the character of the pain; (2) its 
degree or severity ; (3) its situation ; (4) its localisa- 
tion or extent of diffusion ; (5) its paths of reference ; 
(6) its duration; (7) its frequency; (8) its special 
times of occurrence ; and (9) and (10) its aggravating 
and relieving factors. These are finally correlated 
with associated symptoms and objective phenomena. 

The purpose of these questions is simply to make 
our knowledge of the pain more precise. Too often 
we are content with the patient’s statement that 
he has a “pain in his belly.” As anatomists, 
physiologists, and psychologists we should desire 
to know much more than that, and even if we are not 
dealing with measurable things we should, whenever 
time and opportunity permit, evolve methods of 
improving our standards of clinical accuracy. 

The answers to these questions in the case of spastic 
colon are as follows :— 

(1) The character of the pain is a “ dull, steady ache,” 
sometimes gnawing and never “ griping” as in the peri- 
staltic pain of purgation or obstruction. 

(2) Usually “‘ bearable ’’ it is occasionally so severe as to 
suggest one of the major “‘ colics.”’ 

(3) Its situation is in the course of the ascending, the 
descending, or transverse portions of the colon, in this order 


offrequency. It may occur in one or more of these situations 
simultaneously. There may also be rectal pain. 

(4) and (5) The localisation corresponds accurately with 
the true surface marking or radiologically observed course 
of the colon. Sometimes it is more diffuse. Referred pain 
and tenderness in the somatic planes are rare. 

(6) and (7) The duration of the pain may be for an hour, 
hours, or even days. Its uency is very variable and 
depénds largely on personal and environmental factors. 

(8) A special time of occurrence is two or three hours after 
of non-occurrence during the night when, with 
} omnes and physical and mental relaxation, the pain usually 

parts. 


In the past he had suffered . 





(9) Aggravating include cold, fatigue, worry, 
constipation, purgatives, jolting, exercise, and tobacco. 

(10) Relieving factors include warmth, holidays, belladonna, 
and large warm enemata. 

Associated symptoms include constipation frequently 
and diarrhea less frequently; dysmenorrhea ; 
urinary frequency; and “dead fingers” in cold 
weather. The chief objective finding is a readily 
palpable and firmly contracted colon due to tonic 
rigidity, shortening and straightening of the affected 
portion. The sigmoidoscope may show a sustained 
spasm synchronous with pain. An X ray examination 
may reveal thread-like narrowing of the bowel lumen, 
straightening of the affected loop, and disappearance 
of natural haustrations. 

From these and other observations it seems only 
reasonable to conclude that the pain itself is due to a 
sustained tonic contraction of the bowel, and that 
this depends upon an inherent irritability occurring 
in association with certain physical and tempera- 
mental types. 

What are the practical and the philosophical 
advantages of such an inquiry? In practice it 
enables us with greater confidence and I believe a 
diminishing margin of error to differentiate an 
important visceral neurosis from appendicular disease, 
duodenal ulcer, diverticulitis, carcinoma coli, renal 
and biliary colic, ovarian and tubal disease, and 
hypochondria. All of these at times have been 
alternative diagnoses in the minds of myself or of 
colleagues who have referred cases of this kind to me. 

The philosophical value comes from the application 
of a definite method to a simple clinical inquiry and 
from the small increments of knowledge gained 
thereby. To the physiologist or the physicist the 
procedure may seem clumsy and lacking in anything 
savouring of exactitude, dealing as it does with 
processes which cannot be,measured. Nevertheless 
their precise experimental methods would find no 
application at the present time in the solution of 
such a problem. To the field naturalist—and the 
physician is the field naturalist of medicine—the 
procedure might appear as a reasonable and appro- 
priate attempt to improve the accuracy of the 
observational method. 


NAUSEA, 


With a symptom such as nausea we are in greater 
difficulty for, although we understand quite clearly 
what we mean by nausea, we can scarcely describe 
it in the way that we can describe a pain. Even 
its localisation is a difficult matter and at present 
we must accept that it is felt in the pharynx and the 
epigastrium, sometimes more in one place than the 
other, sometimes in both together. General sensations 
of malaise and faintness commonly accompany it. 
The symptom can be engendered in various ways in 
healthy people. Some are more sensitive than 
others and women are more readily afflicted than 
men. A revolting sight or smell or even the thought 
or recollection of something unpleasant may induce 
it, and it here provides a good example of the condi- 
tioned reflex. The ingestion of greasy or fatty 
dishes, of paraffin or castor oil, or the smell of frying— 
all these particularly in hot weather, when the appetite 
sense is dulled—are familiar provocatives of nausea. 
Of foodstuffs it is particularly noteworthy that fate 
and oils are the most culpable, crisp and savoury 
foods the least. It appears more easily after repletion. 
The thing- which engender appetite combat it ; those 
which destroy appetite encourage it. Anorexia and 
nausea are very close allies. Now certain emotions, 
oils and fats—as can be shown experimentally— 
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all have the property of inhibiting gastric tonus, 
peristalsis, and secretion. An oily or creamy 
‘test-meal, as I have proved in my own person,? 
takes twice as long to leave the stomach as a gruel 
test-meal and evokes a much slighter acid response. 
Similar effects were produced by the suggestion of 
nausea under hypnosis by Bennett and Venables.‘ 
Appetite and hunger and well-being on the other 
hand are associated with activated tonus, peristalsis, 
and secretory activity. In practice we meet with 
nausea in chronic gastritis, in which the normal 
responses of the stomach are inhibited by the thick 
layers of mucus which coat its membranes; in 
jaundice and cholecystitis, conditions in which fatty 
foods are badly tolerated; and in anzmic states, in 
which appetite is diminished when the stomach, 
like the heart, sharing the general anzmia, suffers 
loss of its usual functional efficiency. In the presence 
of acute peripheral pain and emotional states, in 
faintness and vertigo the stomach expresses with 
nausea the general consequences illustrated in the 
case of the vasomotor system by pallor and shock-like 
phenomena. In each case the tone of plain muscle 
is inhibited. 

Nausea is absent conversely in those painful 
gastric disturbances like duodenal ulcer, in which 
tonic and peristaltic activity are exaggerated. One 
of the most interesting demonstrations of the 
behaviour of the stomach during nausea is given by 
screening after a barium meal during an attack of 
migraine. The stomach is then seen to be inert, 
the barium lying asin a bag, with little or no peristalsis 
and prolonged delay in emptying. Barclay*® has 
observed a drop of three inches in the lower border 
of the stomach just before fainting occurred and has 
recorded the same event in the case of a patient who 
‘was giver nauseous substances to smell. 

From parallel clinical, physiological, pathological, 
and radiological observations such as these we 
conclude that the gastric, and that is perhaps the 
major, part of nausea is associated with a depression 
or inhibition of the normal tonic and peristaltic 
functions of the stomach. When confronted with 
nausea in practice it is particularly important to 
discover whether it occurs in concert with headache 
as in migraine and some cases of astigmatism, or 
with giddiness as in labyrinthine disease; whether 
it has a morning incidence as in pregnancy and 
gastritis; whether anemia or anxiety are evident; 
or whether it comes “‘in waves” and is associated 
with scapular pain and right subcostal pain as in 
cholecystitis. Its time relationships and symptomatic 
associations rather than the symptom itself are the 
helpful points in diagnosis. If we except the hypnotic 
experiment and Barclay’s experiment with smells 
‘our information concerning nausea may be said to 
have been mainly deduced from physiological informa- 
tion and clinical observation. It is difficult to suggest 
at present how it might be more usefully studied 
experimentally. 

THE SENSE OF DYING. 

We come lastly to that strange symptom usually 
referred to as the sense of dying, the feeling of impending 
dissolution, or angor animi. Until this has been 
experienced it would seem that we can have no 
conception of its character. With rare exceptions 
it is not present even on the threshold of death. 
- It has no kinship with pain or other familiar bodily 
discomfort. It differs from all ordinary forms of 
faintness. And yet it is more real and arresting and 
- distressing to its victims than any of these. It is 
not mere anxiety or panic and, although it necessarily 


engenders apprehension, it is quite wrong to describe 
it as the fear of impending dissolution. I have known 
two courageous young men, dangerously occupied, 
who suffered from it. Clifford Allbutt * insisted 
that it should be considered as “‘ an organic sensation,” 
and so, for many reasons, I believe it to be. According 
to my own notes it occurs in some 20 per cent. of 
cases of angina pectoris and distinctly less frequently 
in the status anginosus of coronary thrombosis than 
in the angina of effort. I have also recorded it in 
angina cruris—so-called intermittent claudication, 
and in a case of Raynaud’s disease, in each of which 
it was synchronous with the vascular manifestations.’ 
It occurs in 10 per cent. of cases of labyrinthine 
vertigo. Dr. A. F. Hufst tells me that he has noted 
it after injections of adrenalin. I find that it is 
present in no less than 60 per cent. of my cases of 
that peculiar syndrome described by Gowers as the 
vaso-vagal attack, and by German authors as angina 
vasomotoria. In most of the remaining 40 per cent. 
of cases kindred sensations as of “fading away’ or 
“* going under an anzsthetic are mentioned. Finally 
it may occur in organic central nervous disease 
involving a precise and particular localisation 
which seems to lend confirmation to the hypothesis 
I have advanced’ in regard to the genesis of the 
symptom. 

As my best opportunities of observing angor animi 
have been in cases of the vaso-vagal syndrome I 
shall here describe two cases to you: 


1. A woman of 62 who had previously been under my care 
for general ill-health and cholecystitis Leammus the victim of 
severe emotional stress and developed attacks of retrosternal 
with a sense of constriction in the chest and Saaiing 
the left arm. In the attacks her husband descri 
her as of “the colour of a piece of marble.” Gradually 
the character of the attacks P vrai The main ptom 
was now a sense of dying, out of the belief in which she could 
in no way be persuaded. With it she felt an extreme sense 
of co ction of the chest and experienced a curious feelin, 
between her left clavicle and her neck as tho the h 
were being drawn down on that side. She also tingling 
in the fingers. The attacks would last from half an hour 
to one hour, were not induced by effort, and she remained 
with a feeling of profound prostration for several days 
afterwards. In the attacks she was pale and cold. Her 
pulse-rate, normally 70, fell sometimes as low as 32 to the 
minute, and I myself counted it at 44 at the end of an attack. 
Brandy gave some relief; tabelle trinitrini little or none. 
Her blood aoe varied remarkably from time to time 
between 130/80 and 180/90. In one very bad attack she 
lost consciousness and the pulse-rate fell to 19 to the minute. 
The respirations were rapid and shallow. Her husband, 
a medical man, was convinced that she was dying. She 
was made to inhale amyl nitrite when the pulse quickly 
rose to 52 and some colour returned. There was no clinical, 
ctevtoosnpenenans. or radiological evidence of arterio- 
sclerosis or heart disease. Eventually removal from the 
causes of her emotional stress cured her of all the major 
attacks,- although she still has an occasional return of 
on discomfort and the strange feelings above the 
le. 

2. A man of 57 had his first and only attack on board ship 
during a rough sea when for the first time in his life he 
suffered sea-sickness. In the lavatory he suddenly felt 
dreadfully ill, became stiff and rigid, was unable to speak, 
move, or draw in a deep breath and was convinced that he 
was dying. In this condition he was found by chance and 
carried to the deck by a sailor. There, when he at last 
got his breath, he felt as if he had received a sudden blow 
at the back of his neck. 


From these cases and many others we learn that 
the vaso-vagal syndrome may include the following 
symptoms: First and foremost the sense of dying, 
and after this prostration, coldness, immobility, 
constricted breathing, and tingling or a leaden feeling 
in the arms, and often pain or discomfort of anginal 
distribution. Objectively the patient is pale, the 


shallow and rapid, and, probably as a result of this, 





a 


pulse is very slow or quickened, the respirations aré, 


minor tetany may be present. There are thus th 
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same sense of constriction and immobility which 
accompany angina pectoris, together with disturbances 
of cardiac sensation. There are the same _ pallor 
and vasomotor disturbance which accompany shock, 
fainting, and vertigo. Prostration follows such as is 


seen in migrainous attacks. Unconsciousness occurs 
occasionally to remind us of epilepsy and fainting. 
There are remarkable variations in pulse-rate and 
blood pressure. 

All these events point to some profound nervous 
storm and some of the phenomena such as the 
bradycardia inevitably suggest a vagal influence. 
There are ample reasons why Gowers should have 
included the syndrome in his classical monograph 
on “The Borderland of Epilepsy.” A case has 
recently been described in which a vaso-vagal attack 
was always followed later in the day by a true epileptic 
seizure. ® 

Vaso-vagal attacks in my experience almost 
invariably occur in persons who are afflicted simul- 
taneously by chronic or ing mental distress 
and by some general cause of physical ill-health, such 
as anemia, digestive disorder, the menopause, or a 
chronic infection. In one case the attacks were 
repeatedly precipitated by the uucomfortable visceral 
stimulus of colonic irrigation. Something similar 
in respect of the associated malaise and shock has 
also been induced in healthy men by arterial puncture. ° 
In angina pectoris the angor is synchronous with the 

in and the sudden arrest of movement. This 
powerful triple reflex is Nature’s “‘ pistol to the head.” 
“Another step and you are a dead man” would 
seem to be its purport. It would seem that an 
emotional, a visceral, or a vascular stimulus may be 
the “trigger” for angor animi, but that in the 
absence of general ill-health and nervous instability 
of constitutional origin, or brought about by 
anxiety, it is unusual for the full vaso-vagal attack 
to follow. 

Viewing the vaso-vagal syndrome as a variety 
of nervous storm, akin to epilepsy and migraine, and 
having particular regard for the vagal phenomena 
and the sinister leading symptom it has seemed not 
unnatural to suggest that the medullary level, where 
the centres of life itself reside, might be involved in 
this storm. It is-.at this point that we must begin 
to look for proofs of the hypothesis. My colleague 
Dr. C. P. Symonds has told me of two interesting 
eases in which he has encountered the sense of dying 
in association with organic central nervous disease. 
One case was that of a child with signs of a tumour 
involving the medulla oblongata. The other was 
that of a man with central nervous syphilis who was 
found at necropsy to have miliary gummata in the 
same situation. I have under my care at the moment 
a middle-aged man with tabes dorsalis and severe 
vaso-vagal seizures. 

May we not venture to claim that our symptom, 
although still very imperfectly understood, has been 
tracked to its point of nervous origin? I believe 
we may. 

The practical outcome of these considerations, 
apart from their contributions to diagnosis, is that, 
excepting in angina pectoris of organic origin or 
_ a rare mischance as disease of the medulla itself, 

e alarming sense of dying has no grave prognostic 
significance. In vertigo and vaso-vagal attacks we 

y give the fullest reassurance and so find ourselves 
in a much better position to handle the situation 

isely than we should do if perplexed by the distressing 
tharacter of the patient’s complaint and the disquieting 
bjective manifestations of the attacks. 
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Conclusion. 
Let us briefly review the methods employed in the 


investigation of these three symptoms, for they may 
perhaps serve as a guide to the investigation of other 
subjective phenomena. 


‘In the case of the particular pain of spastic colon 


the method was firstly to define the symptom itself 
by estimating its degree and discovering the special 
qualities peculiar to it, and then to review carefully 
its associations in the shape 
physique, temperament, and objective findings. 


of other symptoms, 
In the case of nausea, a familiar symptom but one 


lacking the precision of pain, the method was to 
consider common experience, the physiological and 
pathological provocatives of the symptom, 
various disorders in which it is prominent, and 
the factors common to these. Finally we obtained 
the help of certain objective studies of the stomach 


by X rays during bouts of natural and induced 
nausea. 


the 


’ In the case of angor animi, or the sense of dying 


(a symptom which is quite beyond imagination and 
common experience, but one which is felt intensely 
and described with an emphasis or horror which give 
it a reality as impressive as the reality of pain), the 
method was again to consider the known conditions 
in which it occurs, to record and correlate associated 
phenomena in each of these, to advance the hypothesis 
that the symptom could best be explained as being 
due to some disturbance involving the neighbourhood 


of the vagal nuclei, the realm that governs the 


functions of life itself, and then finally to discover 
that organic disease in that confined region is in fact 


capable of reproducing the symptom. 

The methods in brief were those of observation, 
record, and analysis. The conclusions to which they 
lead us are as yet provisional and incomplete. It 
is not to be expected that the results of such methods 
will ever have the finality of successful experiment, 
but -we are entitled to urge that they are scientific 
and serviceable. They are scientific because they 
constitute a systematic inquiry after truth. They 
are serviceable because they provide a useful exercise 
for the mind ; because they carry us beyond ignorance 
and furnish us with reasonable hypotheses; and, 
most of all, because they improve diagnosis, prognosis, 
and. treatment. 
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TRANSPLANTATION OF A 
TERATOMATOUS OVARIAN TUMOUR 
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PRODUCTION OF A SEX HORMONE BY THE CELLS OF THE | 
| of its histological structure but also by reason of the 
| fact that it produces an internal secretion of the 
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By the discovery of the filtrable sarcomas of the 
owl Peyton Rous provided a working basis for the 
experimental investigation of the virus theory of 
eancer. In spite of much subsequent work, however, 


I have had the good fortune to secure a perfectly 
fresh, non-infected ovarian tumour in a fowl; this 
has been successfully engrafted into several birds of 


| the first generation of transplants and offers a prospect 
| of establishing the tumour strain. 


Since this tumour is of interest not only on account 


nature of a sex hormone, I have thought it worth 


| while to give a preliminary account of it. 


the precise relationship between these fowl tumours | 
and mammalian cancer remains an open question. | 
An important point on which information is lacking | 


is the behaviour of the carcinomas of the fowl in 


respect of filtrability. There has been no material | 
on which to investigate this matter, since up to the | 


present a strain-of transplantable fowl carcinoma 
has never been established. The difficulties of 
establishing such a tumour strain arise in the first 


Description of Tumour. 

The tumour occurred in a white leghorn pullet. 
The bird was sent to me on account of a hemorrhagic 
spot on the back ; when received it appeared in good 
condition.* I kept it under observation for a few 


| weeks and it still maintained a healthy appearance 


with a bright red comb as if it were laying ; no eggs 
were produced, howeyer. 

It died suddenly one morning a little time after 
being removed from its pen for inspection. A post- 
mortem examination made shortly afterwards showed 
that death was due to intraperitoneal hemorrhage 
associated with a large abdominal tumour ; this was 


|a rather soft brain-like mass filling the peritoneal 


place from the fact that carcinomas in the fowl | 


commonly originate in the ovary or other internal 
organ and are not diagnosed until the bird is mori- 
bund or dead; except by a fortunate chance, there- 


fore, it is impossible to obtain fresh material for | 


transplantation. Epidermal carcinomas occur in the 
fowl, and Peyton Rous attempted 
to transplant such tumours arising 
in the scaly part of the leg; in 
this case, as with most superficial 
tumours, unavoidable sepsis was 
the main cause of failure. 


Fie. 1. 





su cial pectoral 

de. The cut surface of four 
ovoid tumours are seen. (About 
four-fifths natural size.) 


natural size.) 


Fie. 2. 





The oviducts and ovaries of a normal control 
bird (A) and of the fowl bearing the grafts 
shown in Fig. 1 (B). 
the larger and shows a larger ovary ; it has 
an immature oviduct, corresponding to its 

and degree of ovarian development. 
The tumour-bearing fowl shows a pre- 
cocious development of the oviduct which 
is markedly hypertrophied and has assumed 
the convoluted form. 


| towards the right. 


cavity and displacing the intestines upwards and 
The growth had a smooth creamy- 
white surface covered by a network of distended 
veins ; it was composed of several rounded lobules, 
and was attached to the ovarian region by a slender 


* I am much indebted to Mr. R. H. Cory, poultry breeder, 
for supplying me with this and 
other tumour-bearing fowls; without 
his’ codperation the fresh tumour 
material required for this work could 
not have been obtained. 









Fie. 4. 






Low power view of a section of one of 
the transplant tumours in fowl 
No. 2. Tubules lined by columnar 
cells are seen in the lower part of the 
picture ; the upper portion shows 
the type of tissue which formed ¢ 
main mass of the original and of t 
transplanted tumours. The irrega 
lar patches and strands of cle’ 
lipoid-containing cells form th) 
main feature of this tissue. 


The control bird was 
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pedicle carrying its blood-supply. Some half dozen 
rounded tumours of the same colour and consistence 
as the main mass and ranging in size from about 
0-2 to 1-0 cm. in diameter were found attached by 
pedicles to the lower pole of the ovary. Scattered 
over the mesentery and attached to the surfaces of 
the intestines were a large number of rounded tumour 
masses ranging in size from about-0-1 to 2-5 cm. in 
diameter, the majority being 0-2—0-3 cm. 

The ovary, which was intact (the various pedun- 
culated tumours being attached only at the lower 
pole), appeared immature and showed no signs of 


Fie. 3. 


The oviduct and ovary of another tumour-bearing fowl (No. 3) 
is seen on the right of the picture. The oviduct has been 
uncoiled and pinned out. For comparison the oviducts and 
ovaries of five normal birds (1-5) of about the same age. 
The ovaries of four of these control birds (2-5) are more 
mature than that of the tumour-bearing fowl; the latter, 
however, shows a much larger and more mature oviduct. 
(Half natural size.) 


activity, the largest follicle being no bigger than a 
pin’s head. In contrast to this immature ovary I 
was surprised to find a large, fully developed oviduct 
similar to that of a laying hen. The remaining organs 


| showed no signs of abnormality. 


TRANSPLANTATION. 


(Expt. 182/30: Oct. 28th, 1930.) A suspension of 
fragments obtained by mincing portions of the main 
tumour was injected into the pectoral muscles and 
ovarian region of a series of fowls. Somewhat over 
a dozen nearly adult fowls, mostly barred rocks, and 
seven white leghorn chicks, 4-6 weeks old, were 


used. 
} Portions of the tumour were also given to Dr. 


into a series of 
rch laboratories 
at Mill Hill by Dr. L. Foulds. Of the series inoculated 
by myself only the white leghorn chicks have taken ; 


J. A. Murray, and were inoc 





four of these unfortunately died of intercurrent 
disease while the tumour grafts were a few milli- 
metres in diameter, one remained negative, in two 
grafts took well and reached a considerable size. 
Dr. Foulds obtained takes in several of his fowls, two 


Fie. 5. 


A high power view of the clear lipoid-containing cells seen in 
the previous figure. 


of which he has kindly handed over to me for 
examination. 

These four birds, therefore, form the material for 
the present preliminary communication ; the number 
is, unfortunately, small but the changes produced 
are sufficiently uniform and striking to leave little 
doubt as to their significance. 

Three of the tumour-bearing fowls and one negative 
bird of the same batch were killed 14-16 weeks after 
inoculation. My fowls which had been kept indoors 
were only about one-third grown, that from Mill Hill 
(the same age) was rather more than half grown. 
The fourth fowl (from Mill Hill) was killed about 
19 weeks after inoculation when it was about half 
grown (weight 900 g.). 

Fig. 1 represents the right side of the breast of 
one of my birds (No. 1) with the superficial pectoral 
muscle turned aside; it shows four ovoid tumour 
masses, the largest of which measured about 2 cm. 
in longest diameter. These tumours were of fairly 
soft consistence, and showed for the most part a 
uniform cream-colour surface; in places, however, 
hemorrhagic mottling and small cystic spaces could 
be seen. 

My other fowl (No. 2) showed three similar tumours 
and several smaller nodules. The first fowl from Mill 
Hill (No. 3) had a considerably larger soft cystic and 
papillary mass filling the greater part of the right 
side of the breast; it was yellower in colour than 
were the tumours in the other birds. The second 
Mill Hill bird (No. 4) had a rounded tumour measuring 
about 5x6 cm., yellowish-white in colour. There 
were no secondary deposits in any of the fowls and 
the peritoneal inoculations had only resulted in a - 
few nodules a millimetre or so in diameter in the 
first three birds ; in the last bird there was a nodule 
about 1-5 cm. in diameter. On removing the 
intestines, however, a striking enlargement of the 
oviduct was at once apparent in all four tumour- 
bearing birds. 

Under normal conditions the immature oviduct is 
seen to be a thin-walled straight duct extending from 
the lower pole of the ovary to the cloacal region. It 
is a flattened strand of tissue with a slit-like lumen ; 
the lower end is imperforate and remains so until full 
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development is reached. Not until there is con- 
siderable development of the ovary with the forma- 
tion of numerous enlarged pedunculated odcysts does 
the oviduct show much increase in size. With the 
continued development of the ovary, however, the 
oviduct increases in thickness and in length, forming 
a convoluted tube rounded in cross section. 

In Fig. 2 is seen the appearance of the oviducts 
of a normal control (A) and of a tumour-bearing 
fowl (B). The control bird was from the same batch 
as the tumour-bearing chicken, but was somewhat 
larger; it had been inoculated with transplant 
material but failed to take. It can be seen that, 
while the ovary of the tumour-bearing bird (B) is 
smaller than that of the control, its oviduct has 
markedly hypertrophied and has assumed the con- 
voluted form. Another feature of the hypertrophied 
oviduct (which cannot be seen on the figure) is the 
development of an opening into the cloaca; this is 
lacking in the control specimen, and indeed in much 
older fowls with well-developed ovaries and oviducts 
which have developed to a considerable degree.t 

In Fig. 3 is shown the oviduct of bird No. 3, as 
compared with a series from normal fowls (1-5) of 
about the same age or somewhat older. In this 
case the enlarged oviduct has been uncoiled and 
pinned out straight, and the ovary has been placed 
beside it. The poor development of the ovary again 
contrasts with the great hypertrophy of the oviduct. 

The condition found in birds No. 2 and No. 4 was 
similar to that in the two described above. 


HISTOLOGICAL CHARACTERS. 


Examination of paraffin section of the original 
tumour and of the transplants shows that the main 
bulk of the growth is composed of polygonal or 
ovoid cells. The cell nucleus is rounded and usually 
contains a prominent nucleolus. Two types of cell 
can be easily distinguished—one with slightly acido- 
phile, non-granular cytoplasm, the other, rather 
larger, with clear vacuolated cytoplasm. In addition 
to this main cellular mass are found sparsely scat- 
tered islands containing columnar-celled tubules and 
small cysts, and also masses and strands of kera- 
tinising squamous cell epithelium. These epithelial | 
structures have been found in some of the mesenteric 
nodules of the original tumour and in two of the 
transplant nodules in bird No. 2. Sections stained for 
fat show that the cells with clear cytoplasm are 
loaded with fatty material which when viewed with 
polarised light is seen to contain many doubly 
refractile crystals. 

Fig. 4 shows a low power view of a section of one 
of the transplant tumours in bird No. 2. Tubules 
lined by columnar cells are seen in the lower part of 
the field. The upper half of the picture shows the 
type of tissue which forms the main mass of the 
tumours; the irregular patches and strands of clear 
lipoid-containing cells constitute the most obvious 
feature of this tissue. Fig. 5 shows a high power 
view of these clear cells. Here the general appearance 
is not unlike that of the cortex of the suprarenal ; the 
arrangement of the cells is, however, much more 


Discussion. 


The histological features of this tumour indicate 
that it is of the nature of a teratoma ; the glandular 
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and epithelial elements are, however, scanty and 
make up a very small proportion of the total bulk 
of the growth. There is no doubt that the polygonal 
cells (either the fatty or the non-fatty or both types) 
are the elements responsible for the production of 
the hormone. This is shown by the fact that epithe- 
lial and glandular elements did not occur in the 
transplants in birds 1, 3, and 4. There can be little 
doubt that the fat-containing cells correspond to the 
“clear cells ’’ which are found in small groups in the 
theca interna of the follicles of the normal fowl 
ovary. I have examined frozen sections of normal 
fowl ovaries and found that these “clear cells” in 
the theca interna contain in addition to fat doubly 
refractile crystals similar to those in the tumour cells. 
These cells were considered by Pearl and Boring 
(1918) to be homologous with the lutein cells of 
mammals; this view has, however, not received 
general acceptance. (Goodale, 1919; Nonidez, 1920.) 
Goodale considered that they very possibly repre- 
sented the: interstitial cell of the mammalian ovary. 
As it is now well established that the function of the 
corpus luteum is to furnish a hormone which pro- 
duces progestational changes in the endometrium, 
there seems no reason to expect a homologous struc- 
ture in birds. A more reasonable supposition would 
be that the hormone-producing cells of the fowl’s 
ovary represent an original type from which both 
the estrin-producing and the lutein cells of the 
mammal have evolved ; however, no definite evidence 
on this question is at present available. 

The non-fatty cells of the tumour are less sharply 
defined; they appear, however, to grade imper- 
ceptibly into the fatty type; there seems little 
doubt that these cells, like the fatty cells, represent 
the theca interna of the follicles. It is possible that 
the cells of the stratum granulosum also are 
represented. 

As regards the nature of the hormone produced by 
this growth, the general hypertrophy of both the 
musculature and the mucosa of the oviduct with the 
canalisation of the genital orifice appears to corre- 
spond fairly well to the effect of estrin upon immature 
rats or mice; whether the active agent in birds is 
identical with mammalian cstrin is, however, a 
matter for further investigation. 

This growth has taken comparatively well in the 
first transplant generation and a considerable number 
of young fowls have been inoculated from these 
transplants; it is hoped, therefore, that it will be 
possible to establish a permanent tumour strain. 


SUMMARY. 


A teratomatous tumour of the fowl’s ovary has 
been successfully transplanted to the first generatior 
of hosts. The predominating cells in the origina) 
tumour and in the transplants resembled those in 
the theca interna of the ovarian follicles, lipoid- 
containing cells being a prominent feature. In addi- 
tion, there were sparsely scattered groups of columnar- 
celled tubules and keratinising epithelial masses. 
The original tumour-bearing fowl showed a fully 
developed oviduct but an undeveloped immature 
ovary. Young birds bearing tumour transplants 
showed a precocious development of the oviduct, the 
cloacal orifice of which became perforate. The 
ovaries of these birds remained immature. 
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Tue problem of induction of- abortion is always 
productive of interesting discussion and it may be of 
value to record all the cases on which this operation 
has been performed in the obstetric and gynzcological 
unit of the Royal Free Hospital from 1921 to 1929. 


Reasons for Induction. 


In all, 50 cases were induced out of a total of 
6617 deliveries in the in-patient department during a 
period of eight years—a percentage of 0-75. There 
were no deaths in the series. Of these 50 patients, 
18 were induced for tuberculosis of the lungs, 11 for 
cardiac disease, 9 for kidney lesions, 4 for diseases 
of the nervous system, 3 for carneous mole, and 
5 for various lesions: cardiac lesion and acute 
hydramnios (1), arsenical poisoning and syphilis (1), 
cardiac lesion and pulmonary tuberculosis (1), 
following operation for fibrosarcoma of abdominal 
wall (1), acute dyspnea ? cause (1). 

Tuberculosis.—The reasons for performing induction 
of abortion for tuberculous disease of the lungs appear 
to fall into three groups :— 

(a) Induction early in pregnancy for early active tuber- 
Ty pespeeusy ont Gho penspasiens’’ Unmaeeien ts petomona 

cy an 
* that the patient mar ary se undergo suitable treatment. 
12 cases. 


(6) Induction for comparatively advanced tuberculosis 
which would be rendered worse by pregnancy or the puer- 
perium but, though severe, presents some hope of improve- 
ment or cure if suitable treatment can be instituted without 
delay and unhampered by pregnancy. Nine cases, 

(c) Induction in extremely advanced cases when there is 
little hope of cure of the patient or even of recovery but 
when the patient desires intensely that the operation should 
be performed. Three cases. 


Induction in tuberculosis is only performed after 
consultation with a specialist in diseases of the lung. 
Codperation between hospitals for diseases of the 
chest, sanatoria, and maternity hospitals should be 
encouraged to the greatest extent possible. Most 
of the cases of tuberculosis are sent to the obstetric 
unit by special hospitals for the purpose of induction, 
and it is only after careful consideration that the 
operation is performed. 

Cardiac disease.—Eleven cases were induced, for 
the following lesions: 1. Mitral stenosis with failure 
of compensation (4). 2. Mitral stenosis with auricular 
fibrillation and heart-block (1). 3. Mitral stenosis and 
tegurgitation with failure of compensation (2). 
4. Double mitral and double aortic lesions with 
failure of compensation (1). 5. Complete heart- 
block (1). 6. Myocardial disease with high blood 
pressure (1). 7. Congenital pulmonary stenosis (1). 

The majority were mitral stenoses with failure of 
compensation early in pregnancy. These were all 
patients who had had a number of children and in 
whom the cardiac lesion had become progressively 
‘worse with each pregnancy. In a few cases of 
cardiac failure of sudden onset which does not respond 
to treatment, induction of abortion may be necessary, 
but in these multipare it would probably have been 
better to perform Cesarean section and sterilisation 
during an earlier pregnancy. This, however, may 
not always be possible, as the wishes of the parents 
have to be taken into account, and sterilisation may be 
refused. 





The onset of auricular fibrillation during early 
pregnancy is almost always an indication for the 
induction of abortion, as is the presence of complete 
heart-block ; though in the one case recorded with 
this lesion the previous pregnancy had been under- 
gone with no symptoms, except during the second 
stage of labour, which was terminated by forceps 
owing to the onset of cyanosis. Severe lesions of the 
myocardium may be an indication for induction, 
if failure is apparent in the early stages of pregnancy. 
Congenital lesions rarely present any indication 
for induction and the case recorded, in view of recent 
work on cardiac cases and of the history of the case, 
was probably induced unn ily. 

Again, no operation is undertaken without consulta- 
tion with the cardiologist attached to the department. 
The obstetric unit has had for a number of years a 
special antenatal cardiac clinic, and all cases with any 
suspicion of cardiac lesions are referred to the clinic 
and there undergo thorough investigation. 

Renal lesions.—Nine cases were induced for lesions 
of the kidneys: 1. Chronic nephritis (4). 2. Acute 
exacerbation of chronic nephritis (1). 3. Acute 
nephritis (1). 4. Acute pyelitis (3). 

By far the most important group in this series is the 
first. In view of the serious effects of pregnancy on 
chronic kidney lesions, it is wise not to postpone term- 
ination of the pregnancy for too long, as the lesion is 
in all cases rendered worse by the pregnancy and 
puerperium. This applies also to groups 2 and 3. 
Consultation with a physician and careful and 
frequent biochemical examinations should be per- 
formed before and after induction. 

Pyelitis during pregnancy is rarely so severe as to 
necessitate the induction of abortion. It usually 
yields quickly to treatment by large doses of alkalis. 
Induction on the one case in this series was performed 
because the patient had previously had a nephrectomy. 

Diseases of the nervous system—4 cases: 
1. Parkinsonian syndrome following encephalitis 
lethargica. 2. Tabes dorsalis. 3. Disseminated 
sclerosis. 4. Epilepsy. 

Few diseases of the nervous system necessitate the 
induction of abortion. Epilepsy, unless very severe, 
is not usually an indication. The cases of tabes 
dorsalis and disseminated sclerosis had great difficulty 
in walking and the patient with the parkinsonian 
syndrome was in very poor condition and unable to 
get about at all. In all these cases the lesions were 
definitely rendered worse by the pregnancy. 

Obstetrical lesions.—6 cases: 1. Carneous mole (3). 
2. Acute hydramnios with collapse of right lung and 
mitral stenosis (1). 3. Acute hydramnios (1). 

Miscellaneous medical and surgical lesions.— 
4 cases: 1. Pulmonary and laryngeal tuberculosis 
and mitral stenosis with heart failure. 2. Arsenical 
poisoning and syphilis. 3. Following removal of 
fibrosarcoma of right rectus abdominis muscle. 
4. Acute dyspnea of unknown origin. 

Carneous moles are occasionally expelled spon- 
taneously but often require interference. Induction 
should only be performed after careful observation to 
make certain that the pregnancy is not continuing. 
Acute hydramnios is a comparatively rare condition 
but the treatment and method of induction is simple. 

The incidence of cardiac disease and pulmonary 
tuberculosis in the same patient is uncommon, as is 
arsenical poisoning following on treatment for syphilis. 
The patient from whom a fibrosarcoma had been 
removed would, if the pregnancy had been allowed to 
continue, have been liable to a very severe strain on 
the abdominal scar and her abdominal musculature 
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would have been very weak. In the last case in the 
series, Which occurred some years ago, the notes are 
too scanty to allow of an accurate diagnosis. 

Detailed descriptions of all the cases in the series 
have been omitted for lack of space. 


Methods Used. 


The methods used were as follows: 1. Drugs 
alone. 2. Drugs combined with other methods. 
3. Rupture of membranes with or without dilatation 
of the cervix. 4. Dilatation of the cervix and 
insertion of small bag. 5. Stomach-tube. 6. Bougies.. 
7. Version and pulling down a leg after dilatation of 
the cervix. 8. Dilatation of the cervix and clearing 
out the contents of the uterus with finger and ovum 
forceps. 9. Packing the vagina alone. 10. Insertion 
of rubber catheter into uterus and packing the vagina. 
11. Dilatation of the cervix and insertion of gauze wick 
soaked in glycerin into the uterus and packing the 
vagina. 12. Dilatation of the cervix and insertion 
of laminaria tents with or without packing the 
vagina. 13. Insertion of catheter (self-retaining) 
filled with glycerin into the uterus, combined with 
laminaria tents and packing the vagina. 

1. Drugs alone.—Drug induction by castor oil and 
hot baths, followed by quinine or injections of 
_oxytocin, appears to have little value in the induction 
of abortion. From experience we have found that the 
uterus is only sensitive to the action of these drugs 
when approaching term. Drugs alone were used in 
four cases and failed in all (8 per cent. of cases— 
100 per cent. failures). 

2. Drugs in combination with other methods were 
sometimes given and appeared to improve the 
strength and frequency of uterine contractions once 
these had been initiated. 

3. Rupture of membranes with or without dilatation 
of the cervix was used in two cases, one in each 
category (4 per cent.), with success in both: in the 
first 48 hours later, in the second five hours later. 
This method is eminently suitable and successful 
for cases of acute hydramnios. 

4 (a). Dilatation of cervix, rwpture of membranes, 
and. insertion of hydrostatic bag was used in one case 
(2 per cent.) with success 48 hours later. This method 
is to be condemned in that the insertion of a hydro- 
static bag after rupture of the membranes involves 
a grave risk of sepsis. 

4 (b). Dilatation of cervix and insertion of small 
hydrostatic bag was the method in eight cases (16 per 
cent.) with success after three days in two cases 
(25 per cent.) and failure in six cases (75 per cent.). 
This method is not to be recommended. It is as a rule 
slow and unreliable. It also almost certainly involves 
‘dilating the cervix with Hegar’s dilators to a fairly 
high number (about 20). This procedure necessitates 
an anesthetic, which in many cases is inadvisable. 

5. Insertion of a stomach-tube, combined with 
- packing the vagina, was used in seven cases (14 per 

cent.) with success in six cases, on an average 34:8 
~ hours later (85°7 per cent.), and failure in one case 

(14:3 per cent.). This method has good points but is 

only suitable for inductions of abortion from the 

twentieth to twenty-seventh week, as the stomach- 
tube is usually too large to be used before that time. 

Success depends upon getting as much as possible 

of the tube into the uterus between the membranes 

and uterine wall. An anesthetic is rarely needed 
except for very nervous primipare. The time of 
onset of pains is variable ; sometimes rapid, some- 

«imes slow. Labour is hastened by dipping the tube 

rm glycerin before inserting it into the uterus and by 





flavine. The method is to be preferred in the induction 

of labour. 

6. Bougies, combined with packing the vagina, 

were used in one case (2 per cent.) with success three 

days later. The remarks about induction with the 

stomach-tube apply to this method but there is the 

disadvantage that the danger of sepsis is probably 

greater, as several bougies are usually inserted, and 

also there is more danger of separating the placenta. 

7. Version and pulling down a leg after dilatation 

of the cervix and rupture of the membranes was the 

method in eight cases (16 per cent.) and had no 

failures. Success was achieved on an average 

27-7 hours later. This method is successful and often 

rapid, but again necessitates previous dilatation of the 

cervix and intra-uterine manipulation with consequent 
danger of sepsis, and requires anesthesia. ; 
8. Dilatation of cervix and clearing out uterus under 
anesthesia by the rapid method was used in seven 

cases (14 per cent.) with success in five cases (71°4 per 
cent.). In two of these cases severe hemorrhage 
occurred. One was followed by sepsis, necessitating 
a hysterectomy later. The uterus was incompletely 
emptied in two cases, the rest of the products of 
conception being passed some days later. This was 
afailurein technique. This method has the advantage 
of being rapid, but the grave disadvantage of being 
associated frequently with severe hemorrhage and 
shock. It necessitates an anesthetic. 

9. Packing the vagina and cervix only was tried in 
two cases (4 per cent.) but both were failures. This 
method is useless alone. ' 

10. Insertion of catheter into uterus and packing 
the vagina was used in three cases (6 per cent.) with 
two successes (66-6 per cent.). This method is very 
uncertain, as the introduction of a small catheter 
is rarely a sufficient stimulus to initiate uterine 
contractions. 

11. Dilatation of cervix and insertion of gauze wick, 
soaked in glycerin into uterus, and packing the 
vagina, was the method in two cases (4 per cent.) 
and both were successes. In this method, again, 
the gauze wick inserted between the membranes 
and uterine wall, even when soaked in glycerin, 
appears to be an insufficient stimulus to initiate 
uterine contractions rapidly and the method may have 
to be repeated. 

12. Insertion of laminaria tents with or without 
catheter and previous dilatation of cervix and packing 
the vagina was done in 16 cases (32 per cent.) with 
success in ten cases (62-5 per cent.), and failure in 
six cases (37-5 per cent.). Laminaria tents alone are 
rather uncertain. Success is more often ensured 
when several tents and not one alone are inserted. It 
is possible that the chance of success is increased when 
the vagina is packed tightly with gauze soaked in 
glycerin. The advantage of tents is that an anesthetic 
is rarely necessary. 


A METHOD OF CHOICE. 


13. Insertion between the uterine wall and membranes 
of a self-retaining catheter filled with glycerin, injection 
of 10 c.cm. of sterile glycerin into the uterus, insertion 
of two or three laminaria tents into the cervix, and 
packing the vagina with gauze soaked in glycerin 
and flavine. This was the method in eight cases 
(16 per cent.) with success in all (in one case the first 
induction failed, but the second succeeded three days 
later). The average length of time elapsing before 
abortion took place was 26 hours. 

This method has been the most successful and has 
been in use in the obstetric unit for the last two years. 





packing the vagina with gauze soaked in glycerin and 
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cases, it promises to be a valuable addition to the 
methods already in use and merits further trial. 

The cases reported were about 16 weeks pregnant 
and it is for this type of case that it has been found 
most useful. No anesthetic is needed if the patient 
is a multipara, and the method is practically painless. 
The patient is placed in the lithotomy position and 
the usual aseptic precautions are taken. The cervix 
is grasped gently with a pair of sponge forceps and 
a No. 7 self-retaining catheter, filled with sterile 
glycerin, is passed into the uterus between the 
membranes and the uterine wall as far as possible. 
About 10 c.cm. of sterile glycerin is then injected 
into the uterus by means of a record syringe. Three 
or four laminaria tents are then inserted through 
the cervix and the vagina is packed with gauze 
soaked in glycerin and flavine. The pack is removed 
in 12 hours and the catheter, if necessary, left for 
72 hours. It is rarely necessary to leave the catheter 
in as long as this, as abortion usually occurs before 
72 hours have elapsed. For success, it is essential 
that (1) as many tents as possible should be inserted 
and (2) the tents and catheter should not be removed 
early. In the successful cases the tents and catheter 
are expelled with the abortion. 

In performing induction of abortion upon patients 
suffering from cardiac lesions or pulmonary disease 
it is of value to use a method which is comparatively 
rapid yet does not cause shock or hemorrhage, as is 
often the case when a uterus is cleared out by dilating 
up the cervix under anesthesia and removing the 
ovum with the finger and sponge forceps. It is 
also of value in some cases to have a method which can 
be carried out without an anesthetic. 

The method described, as far as can be gathered from 
the results of a very few cases, appears to fulfil these 
conditions and merit further trial. No ill-results have 
followed on the injection of glycerin into the uterus. 


Advantages of Induction. 


At a recent meeting of the Edinburgh Obstetrical 
Society, Dr. W. F. T. Haultain! reviewed a series of 
patients on whom abdominal hysterotomy had been 
performed for the purpose of therapeutic abortion. 
He regards it as an operation superior to slower 
methods, especially in primiparw, ‘‘ where induced 
abortion between the third and sixth months is a 
most painful and tedious business.” With this state- 
ment I venture to disagree ; I find that the last method 
described in this paper produces admirable results with 
very little pain or delay and without the necessity 
for an abdominal operation. The abdominal hyster- 
otomy, however, has an advanatage in the treatment 
of hydatidiform mole and also in that sterilisation 
can be performed at the same time. 

With advance and improvement in the art of 
medicine and obstetrics, it is often possible to avoid 
operative procedures such as the induction of abortion. 
The early recognition and improved treatment of 
diseases of the heart has reduced the numbers of 
cases needing this operation. It is now only per- 
formed on selected cases, especially those in whom 
treatment during the early stages of pregnancy has 
failed to improve failing compensation. We must 
hope that in the future the great efforts which are 
being made towards the prevention of rheumatism 
will considerably reduce the incidence of rheumatic 
cardiac lesions. This will undoubtedly have its 
reflection in the incidence of cardiac lesions during 
pregnancy and will be a factor/in the reduction of 
maternal mortality. We must hope, too, for some 





* Brit. Med. Jour., 1930, ii., 62. 





equally striking efforts towards the prevention of 
tuberculosis of the lungs. Improved antenatal 
care has helped very largely to reduce the severe 
toxemias of pregnancy. Induction of abortion. is 
rarely necessary in these diseases, as toxsmias are 
more often found during the later months of pregnancy. 
Again, it is to preventive medicine that we must look 
for aid in decreasing the- number of chronic kidney 
lesions, some of which follow toxemia in a previous 
pregnancy ; from this cause arise a number of cases 
in which it is necessary to induce abortion. 

Another problem of great importance that must 
always be kept in the mind of the obstetrician who 
undertakes the operation of induction of abortion 
is the possibility and advisability of future pregnancies. 
In specially selected cases, for a cogent reason—cases 
in which a future pregnancy may be contemplated 
with hope of a successful conclusion—it is a justifiable 
operation. In many cases—for example, in patients 
with very severe cardiac lesions who may at a later 
date again become pregnant, necessitating perhaps 
another similar operation—the induction of abortion 
is highly unsatisfactory. If possible, in this type of 
case, some safe method of preventing further preg- 
nancy is more desirable. The only completely 
safe method involves sterilisation of the patient 
by operation, X rays or radium therapy being 
occasionally unreliable. Sterilisation will not always 
be accepted by patients. Induction of abortion 
alone will remain as a method of treatment in a 
certain number of “undesirable” cases. In this 
type of case, medical advice with regard to contra- 
ceptive methods may be of value after the operation. 

The relative merits of (1) induction of abortion 
alone, (2) induction of abortion followed by some 
suitable method of sterilisation, (3) Cesarean section 
and sterilisation (in those cases where the condition 
would permit of the continuance of the pregnancy 
nearly or quite to full term) must be considered 
seriously in all cases under observation. 


I am indebted to the Director of the Unit, Dame 
Louise Mcllroy, for permission to publish these cases. 





INTENSIVE SERUM TREATMENT OF 
CEREBRO-SPINAL FEVER. 
By H. Stantey Banks, M.D. Gtase., D.P.H., 


MEDICAL SUPERINTENDENT, ISOLATION HOSPITAL AND 
SANATORIUM, LEICESTER. 





TuHE clinical potency of antimeningococcal serum 
in any given case depends upon the amount of 
anti-endotoxin contained in the serum against 
the particular type of meningococcus concerned. 
Probably the best results ever obtained in the treat- 
ment of established cerebro-spinal meningitis are 
those recorded in the first official report on Type I. uni- 
valent antimeningococcal serum *—viz., 33 recoveries 
out of 34 Type I. cases treated. This was the 
remarkable result obtained towards the end of 
the war period with this highly specific serum in the 
hands of known, careful, and active clinicians. 

Very few of the practitioners who are now called 
upon to treat cases of cerebro-spinal fever have had 
personal experience of treatment of the disease 
with univalent type serum. For this reason, and 
also because of the difficulty of rapidly determining 
the type of infecting organism in any given case, 
there has been no effective demand for univalent 
serum since the war, and, in consequence, little or 
o2 
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none of it has been produced. I had the fortunate 
experience of treating a few cases with this serum in 
the years 1919 and 1920. Its highly specific action 
was seen particularly in the case of a child aged 15 
months, in the fourteenth day of the disease with 
turbid cerebro-spinal fluid containing Type I. 
meningococci. In this case, the temperature fell 
to normal by crisis and all clinical signs of the disease 
disappeared within 12 hours of the intrathecal 
injection of a single dose of 20 c.cm. univalent Type I. 
serum.’ It seems, therefore, a matter of great regret 
that the Departments of State concerned have not seen 
fit to maintain a supply of this highly potent serum 
since the war. The serum available on the market to 
meet the outbreak of 1931 is of the multivalent variety, 
and according to M. H. Gordon (personal com- 
munication, March 7th, 1931) it contains little or 
no anti-endotoxin against the dangerous Type I. 
meningococcus. 

In general it may be said that the therapeutic 
potency of the multivalent antimeningococcal serum 
available in recent years in this country is weak. 
Reference to the Glasgow outbreak of 1929,‘ with its 
mortality-rate of 83-6 per cent. among 134 cases, and 
to the Lanarkshire figures for the ten years 1920-29 
(83:1 per cent. among 65 cases5), seems to afford 
tragic confirmation of this statement. 

Gordon has pointed out that great improvement in 
the therapeutic potency of antimeningococcal serum 
available to the troops took place in the later years of 
the war, and associates with this fact the 35 per cent. 
military mortality in 1918 compared with the 60 per 
cent. mortality in the same year among civilian males 
aged 20 to 30.1 

ROUTE OF INJECTION. 

If we are compelled to use a weak therapeutic serum 
it seems obvious that larger doses are indicated than 
those generally used in the case of a potent serum. 
The method of serum administration generally 
recommended in the meningitic stage of cerebro-spinal 
fever is repeated intrathecal injection of amounts 
of about 20 to 40 c.cm. after lumbar puncture and 
evacuation of rather more than this quantity of 
cerebro-spinal fluid. By intrathecal injection alone 
it is impossible or inadvisable to give larger doses of 
serum on account of the dangerous rise of pressure in 
the cerebro-spinal system which might take place. 
If larger doses of serum are to be given and to be 
rapidly absorbed, the routes available are the intra- 
muscular, intravenous, and intraperitoneal. By these 
routes it is quite practicable to give doses of serum 
of 100 to 200 c.cm. at a time. 

It has, perhaps, been too readily assumed that anti- 
meningococcal serum injected by these routes is 
inert in the meningitic stage of the disease ; Worster- 
Drought and Kennedy in their monograph * (p. 404), 
make the following statement :— 

“In the presence of meningitis, serum injected sub- 
cutaneously or intravenously is useless; not only does it 
undergo an extremely high dilution in the blood stream, 
but there is considerable doubt if it ever reaches the sub- 
arachnoid space at all. Dixon and Halliburton and others 
have shown that although the lining membrane of the 
subarachnoid space is rmeable to substances passing 
from the cerebro-spinal dui id to the blood, it appears quite 
impermeable, excepting in the case of a few drugs—e.g., 
hexamine, and oxygen in the reverse direction—from blood 
to cerebro-spinal fluid.’ 


This objection appears, however, to be a purely 
theoretical one in so far as antitoxin is concerned. 
The method of injection of large doses of anti- 
meningococcal serum intravenously in the meningitic 
stage does not appear to have been put to a practical 


test on any considerable scale in this country, 
although it has been done in the United States Army 
with marked success in a small series of cases by 
Carbonell and Cook.’ It seems, moreover, an 
unwarrantable assumption that because certain 
foreign materials do not penetrate from the blood 
to the cerebro-spinal fluid, therefore antitoxin 
administered intravenously will have no curative 
effect against organisms lodged in the meninges and 
elsewhere. 

The practical clinical test, although it may be 
difficult to evaluate, must be the supreme and final 
arbiter in such a matter. 


Intensive Serum Treatment. 


Since 1927, it has been my practice to give large 
doses of multivalent serum—e.g., an initial dose of 
100 to 200 c.cm. intravenously—and to do repeated 
lumbar punctures at 24 or 48 hour intervals, with or 
without an initial intrathecal administration of serum. 
There have been a few exceptions to this rule. In 
the first case treated with a large dose, improvement 
seemed to date from the administration of 50c.cm. 
serum intramuscularly and 50 c.cm. intrathecally. In 
two cases aged 6 months and 15 months, 100 c.cm. 
and 110 c.cm. respectively were given intraperitoneally. 
In a few cases, chiefly in young infants, intravenous 
injection was not found to be practicable. In most 
cases, however, a single dose of 150 to 200c.cm. 
was given intravenously. In some cases a second 
somewhat similar dose—e.g., 100 c.cm.—was given 
after about 48 hours, if little improvement in the 
clinical condition had occurred, or, at a later date, 
in the event of a recrudescence. In one case the 
intravenous injection was repeated twice, on the 
eighth and nineteenth day after the first injection, 
on account of recrudescences, even though, of course, 
it was recognised that there was a risk of anaphylaxis. 
At the third injection an immediate serum ras’ 

















TABLE I. 
Age-grouping. 
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Percentage of cases in unfavourable age-groups—i.e., 
under 5 years and over 55 years =62-5. 
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Fatal Cases. 
The following features were associated with the fatal 
issue in nine cases. 
eo within 48 hours of admission Geeta 


3 

Repeated lumbar puncture “unsuccessful or infre- < 

uently performed 3 

Collapse = ~ aoe geal “administration : 
wee 

= 36 years 1 


Fatality-rate : 37-5 per cent. 
Complications: one case, paresis of arm and face. 
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appeared, but no dangerous symptoms. Clinical 
improvement followed rapidly on this third injection, 
and complete recovery ultimately took place. 

During the period April, 1927, to March, 1931, 
29 verified cases came under treatment. Of this 
number, five cases, aged 9 weeks to 2 years, have 
been excluded from the series, as it was found 
impossible to give them intravenous serum. The 
remaining 24 cases were all treated by the intensive 
method with the results set out in Table I. 

The series is too small for conclusions to be drawn, 
but in view of the unfavourable age-grouping the 
mortality may be considered significantly low. A 
prima facie case for further experiment on the lines 
of intensive dosage, where the serum available is 
weakly specific, appears to be made out. 

The clinical results in the series have not usually 
suggested a highly specific phenomenon like that 
obtained in Type I. meningococcal meningitis with 
the monotypical serum. As a rule, the temperature 
fell after two to eight days and a gradual clinical 
improvement set in after two to three days. It 
was realised in the later stages of the investigation 
that daily successful lumbar puncture enhanced the 
chances of recovery in those who did not respond too 
well to the initial large dose of serum. Had this 
fact been fully realised earlier, it is possible that 
three of the fatal cases might have been saved 


ILLUSTRATIVE CASES. 


The following cases suggest a specific effect of 
intensive serum treatment. Case 1 had intravenous 
and intrathecal serum. Case 2 had one dose of 
intravenous serum only. 


CasE 1.—Boy aged 11 years. Complained of headache 
and malaise on Sept. 10th, 1929. Admitted to Royal 
Infirmary, Leicester, on the 12th; headache then severe, 
restless, nucal rigidity marked; Kernig’s sign positive ; 
temperature 99-8° F. Cerebro-spinal fluid, under pressure 
and turbid ; smears crowded with polymorphs. Sept. 15th, 
temp. 101°-103° F.'; meningococcus grown on culture from 
cerebro-spinal fluid. Admitted to Isolation Hospital, 
Leicester (sixth day of disease) very restless, noisy, h he 
severe, and head retraction extreme. 

Treatment, — 160 = c.cm. antimeningococcal serum 
(Burroughs, Wellcome and Co.) intravenously, 40 c.cm. 
intrathecally. Sept. 16th, opisthotonos present; child 
most restless, delirious, and shouting out. Lumbar puncture : 
60 c.cm. thick purulent fluid removed Co of } inch 
yellow pus on standing 3 c.cm. fluid in test-tube). Sept. 17th, 
opisthotonos extreme ; oscillatory movements of eyeballs, 
very restless. Lumbar puncture: 27 c.cm. purulent fluid 
removed ; 25 c.cm. serum given intrathecally. Sept. 19th, 
child quieter; head retraction extreme, but opisthotonos 
less. Lumbar puncture: 47 c.cm. faintly turbid fluid. As 
child appeared to be improving a second large dose of serum, 
150 c.cm., was injected intravenously and 25 c.cm. intra- 
thecally. Sept. 20th, child says he feels much better; 

uiet ; no opisthotonos, but head retraction still present. 

pt. 21st, lumbar puncture: 39 c.cm. faintly opalescent 
fluid. Sept. 23rd, much better; no opisthotonos, no head 
retraction, no rigidity of limbs ; taking food well. Lumbar 
puncture: 26 c.cm. clear fluid. rum rash present. 
Sept. 25th, lumbar puncture : 56 c.cm. clear fluid. Oct. 11th, 
very well ; allowed up. Oct. 21st, discharged ; walking well ; 
no symptoms, 


CasE 2.—Girl aged 18 years. Complained of headache 
and pain in back, Jan. 16th, 1931; delirious on the 17th. 
Admitted to Isolation Hospital Leicester, on the 19th in 
semi-comatose condition, very restless, and delirious ; nucal 
rigidity marked ; Kernig’s sign present. Lumbar puncture : 
very turbid fluid under pressure, containing numerous pus 
cells and intracellular diplococci. 

Treatment, — 200 c.cm, antimeningococcal serum 
(Burroughs, Wellcome and Co.) intravenously; serum not 
given intrathecally. Jan. 20th, rigidity more marked ; 
condition generally about the same; temp., 101-4° F. 
Jan. 21st, rigidity much less; mentafly bright ; no further 
delirium. Lumbar hee: 28 c.cm. slightly turbid fluid. 
Jan. 22nd, markedly improved; no rigidity; mentally 
alert. Jan. 23rd, temperature normal. Jan. 24th, lumbar 


plains again of headache, sickness, and vomiting; evening 
temperature 101-4° F. Jan. 27th, temperature normal. 
Jan. 28th, lumbar puncture: 18 c.cm. slightly turbid fluid ; 
evening temperature, 101-8° F.; appears fairly well; no 
rigidity. Jan. 31st, slight headache ; evening temperature 
101-2° F.; lumbar puncture: 35 c.cm. faintly turbid fluid. 
Feb, 2nd, quite well; no rigidity; temperature normal. 
Feb. 11th, allowed up. Feb. 23rd, discharged. Walking 
well ; no symptoms. 
SERUM REACTIONS. 

A peculiar feature is that very rarely has any 
immediate serum reaction followed intravenous 
injection of these large doses of serum in this group 
of cases, with the exception of one case where 
subsequent injections were given more than ten days 
after the first. As a rule, patients became quieter 
after the injection, and colour was, on a few occasions, 
rather poor for an hour or so. Not a single rigor 
occurred. It seems amazing how well these large 
doses of intravenous serum are tolerated in this 
disease as compared, for example, with diphtheria. 
Serum rashes occurred in every case but gave no 
trouble. 


INJECTION IN INFANTS AND YOUNG CHILDREN. 


It is undoubtedly difficult to get a needle into a 
vein of a restless child under 2 years of age, and to 
inject about eight syringefuls of serum into the blood 
stream. Nevertheless, it can usually be done with 
practice and a correct technique. 

Several good needles are essential, with sharp point, 
short bevel, reinforced mount, rigid shaft about 
1} in. long and bore 0-8 mm. ; -at least three 20 c.cm. 
syringes with peripheral nozzles are required. A 
vein at the bend of the elbow is tried first, the arm 
being hyperextended at the elbow and firmly squeezed 
from above and below towards the elbow in order to 
distend the vein. If failure is encountered here, 
the external jugular vein can usually be entered more 
readily. If this fails, a vein in the arm may be 
dissected out, but this method is not so simple as it 
appears. Lastly, if all attempts fail, it is justifiable 
to give the serum intraperitoneally in such a serious 
disease. Absorption from the peritoneum is very 
rapid, and this route proved successful in the two 
cases in which it was tried. Intramuscular injection 
is not suitable for large amounts of serum, as it is a 
painful process and absorption is slow. 


Summary. 


1. It is suggested that when it is impossible to 
determine the type of infecting meningococcus, and 
to apply the specific univalent serum, as at present in 
this country, the available multivalent serum, which 
is weakly specific, should be injected in large doses of 
100 to 200c.cm., preferably intravenously, and, if 
that is impossible, intraperitoneally, in addition to 
the usual treatment. 

2. In a small series of cases with unfavourable age- 
grouping and generally coming under treatment at 
a fairly late stage the mortality was 37-5 per cent. 
3. This mortality compares favourably with that 
reported in similar series in recent years in this country. 
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BOILS AND CARBUNCLES AMONG | 
MINERS. 


was kept underground for the men to rub into their 


| skin after working. A sample of such a water con- 
| tained 186-51 parts per 100,000 sodium chloride. 


|The soaking of the skin through working in wet 


By 8S. W. FisHer, M.D. Dos., 


H.M, MEDICAL INSPECTOR OF MINES, 


ATTENTION was recently drawn to the occurrence | 
of boils and carbuncles among miners by the notice- | 
able number of men at a certain colliery who were | 
afflicted with them. Inquiries at this mine made | 
evident various factors, any of which might have 
been the cause of the cases found. Of these) 
factors three were outstanding: (a) the temperature 
at the working face—dry bulb 90° F., wet bulb 80° F. ; 
(b) the hardness of the drinking-water; and (c) the | 
fact that most of those suffering from boils were men 
who had been off work for terms up to two years and | 
who were newcomers to the district. In order to | 
determine more exactly which of these factors was | 
the material one, 20 other collieries were visited and 
information received from 29 more. About 200 men 
were examined or interviewed. 


A TWO-SIDED INVESTIGATION. 

The investigation at the various collieries resolved 
itself into two parts—namely, examination of the men 
and examination of conditions at the mine. At each 
mine the following points were noticed : depth (shaft 
and workings where a marked difference existed), 
thermometer readings as given by the ordinary wet | 
and dry bulb thermometer, type of coal, state of 
ventilation, and quality of drinking-water. The 
depths of the mines visited ranged from 300 to over | 
1000 yards, and the distances inbye to the working 


places up to 24 miles. The highest temperature met | 
with at the face was 93° F. dry bulb and 85° F. wet 


bulb; the lowest was 53° dry and wet buib. In 
mines where the wet bulb temperature was about | 
76° or over the men worked partially stripped—i.e., | 
shorts and boots—and the occurrence of boils was | 
most noticeable in mines where the temperature at | 
the face reached or passed this figure. I observed, too, | 
that boils occurred more often on men who sweated | 
profusely and whose bodies were covered with a fine | 
wet film of coal dust—as one man put it, ‘‘ the body | 
is as if covered with boot polish.” 
On the whole ventilation was good ; when it was | 
noticeably otherwise a temporary cause, such as a | 
fall of roof in an airway, or the extraction of water 
before the making of a new airway, was the explana- | 
tion. Several Petri dishes containing a culture | 
medium were exposed in the intake and return airways 
and at the working face in order to test the bacterio- | 
logical purity of mine air, the exposure in some cases | 
being for 15-20 minutes ; in no case was any patho- 
logical micro-organism found. 
Most types of coal were met with and, apart from | 
the fact that some seams are hot and some coals | 
generate a very fine dust which is more difficult to | 
wash off completely (the men use soda in their baths), 
I have no reason to think that the composition of 
coal has any influence. As regards water under- 
ground, droppings from the roof sometimes cause 
smarting and irritation, especially severe when in 
bed at night. At one colliery a supply of vaseline | 


places lowers its vitality and facilitates the entry of 
staphylococci. This is well known to be a cause of 
prepatellar cellulitis (miners’ beat knee). 


THE FINDINGS. 

I considered it of some importance to try to deter- 
mine the position where the first boil started. In 
many' cases this could be traced to a small scratch or 
injury ; 10 cases started on the knee, and 8 of them 
might have been diagnosed as miners’ knee, which 
is a compensatable disability. In other cases the 
original focus was: back (9), elbow and forearm (9), 
lower third of leg (7), fingers (5), wrists (5, 3 of them 
in surface workers), toe (1), buttock (3), face (4), 
axilla (2), shoulder-blade (1, a filler), neck (1), ankle (1), 
abdomen (1), and thigh (4). It is worth remembering 
that most men wear a belt, or a substitute, and none 
wears a collar. In many cases, but by no means in 
all, there’ was a likelihood of infection from house 
mates, the landlord, landlady, or another lodger 
having had them just before. Cases also followed 
one another in a given working stall. 

At the first colliery to which my attention was 
drawn, where the complaint assumed its most 
serious proportions, of 12 men examined, 9 had only 
recently started work, having been idle for periods 
ranging from one month to two years, during which 
time they were living on their unemployment insur- 
ance. They became infected after an average of 
74 months at their work (one week to two years). 
On the other hand, boils were not «ommon among 
the men of long-standing at the mine, and one is led 
to the supposition that a lengthy enforced idleness 
and probably poor nourishment causes lower resistance 
among the men. Similar observations have been made 
in the case of miners’ beat hand and beat knee. 

The hardness of drinking-water has sometimes been 
blamed for boils. This is a point that is not easy to 
decide. The water drunk by miners at the colliery 
where the greatest number of cases occurred was 
found to have 16° hardness, but a neighbouring 
mine with a similar water-supply had very few cases. 
A mine which had never had many cases and which 


| had none at the time of my visit had drinking-water 


of 40° hardness. Again, at many mines boils occur 
only in certain stalls, although the drinking-water is 
the same for all. What may be of importance is the 
fact that many men in warm mines drink large 
quantities of water and thus lower the percentage of 
chloride in the blood fluid. 

No mines having pithead baths, with one exception 
(where boils were very few), were reported as having 
eases of boils. In my opinion, pithead baths must 


| be a valuable preventive. ‘ 


As regards treatment, I recommend the use of 
manganese injections and treatment of the local 
lesion by painting it with contractile collodion.? To 


| the managers of mines where boils occur I suggest 


that every effort should be made to improve the 
ventilation, lower the temperature, and minimise 
wetness. To the men my advice is to apply an anti- 
septic, preferably tincture of iodine, to the smallest 
scratch, cut, or boil, as soon as possible, and avoid 





1 Powdered oatmeal in the bath-water may be both a pre- 
ventive and may help to cure. his is used a great deal for 
prickly heat in India—a condition which mostly occurs in the 
rainy season. In the rainy season people in India suffer from 
boils, usually a large number of sm boils. These multiple 
boils often mean that a “‘ prickly heat” rash has become septic 
—i.e., has me infected by the staphylococcus. Horses 
suffer from a type of ulcer, also during the rains. The Indians 


call it Barsati or Burrsati because it only occurs in the monsoon 
(Barsat). If a horse get a barsati sore, he will have an annual 
recurrence and will be free when the rains stop and the atmo- 
sphere becomes cooler and more dry. In the hot weather (up 
to 115° F.) the skin is dry; in the rains the temperature is 
between 80° and 90°F. and the skin is damp, if not actually 


st: ng. 
*See THE LANCET, 1930, i., 946. 
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touching the boil with the fingers, to drink as little | except in a few isolated cases, and that the main 
water as possible, and preferably water that has | factor in the causation of boils underground (apart 
a small amount of salt added to it (about 10 g. | from the predisposition to them of the individual— 
to the gallon), and whenever available to make full | e.g., malnutrition, seborrhea, &c.) is a high wet 
use of pithead baths. bulb temperature (75° and over) which at one and the 
same time indicates suitable conditions (warmth and 


moisture) for the vitality of the organism and opens 
In conclusion, I am of opinion that as far as mines | the sweat glands and hair follicles and thus facilitates 
are concerned, boils do not present a serious problem, | the entry of the staphylococcus. 


CONCLUSION. e 
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this indicated reflex contraction of the outer vesicle. It 
TWO CASES OF DOUBLE GALL- was empty bg and a half hours after iw meal, while the 
inner vesicle still contained a residue of the dye. The 
BLADDER. lateral view (Fig. 2), taken at the first examination, shows 
By Pavut Cave, M.B. Lonp., D.M.R.E that the inner vesicle lies slightly behind the outer vesicle. 
4 > sue . > . . Dues | 
HON. RADIOLOGIST, ROYAL BERKSHIRE HOSPITAL, READING, Fic. 2 
AND BATTERSEA GENERAL HOSPITAL, : 


A DOUBLE gall-bladder is a rare developmental | 
anomaly. A few cases have been found at operation 
and at post mortem, while only three have been | 
discovered by radiography. All of these were | 
reported in America. It appears that the following | 
two cases are the first to be diagnosed by cholecysto- | 
graphy in this country. From the clinical aspect they 
present no points of interest. Both were females 
aged about 40, with vague abdominal symptoms | 
slightly suggestive of pathological gall-bladders. 
They are reported only because of the unusual 
radiographic appearance and on account of the | 
rarity of the condition. | 

CasE 1.—Gall-bladder dye (Keraphen) was given by the | 
mouth 16 hours before examination, and a barium meal 


was given at the time of -examination. The stomach and 
duodenum were normal. 


Two pear-shaped shadows are seen to the right of the 
Fig. 1. 











CASE 1.—Lateral view. 


| Their necks are on different levels, the distance apart being 

| about the depth of one lumbar vertebra. The delayed 

| emptying of the inner vesicle suggests that it may be 
pathological. The symptoms were, however, not severe 
| and cleared up under medical treatment. No operation 
| was performed. 

| OasE 2,—The same technique was followed as in Case 1, 
but no barium meal was given. 

The two shadows appear between the eleventh and twelfth 
ribs. In the antero-posterior view (Fig. 3) they overlap 
to a certain extent, so that the inner vesicle is rtly 

| obscured by the outer vesicle. The lateral view P| 
| the inner vesicle lying (as in Case 1) slightly behind the 
outer vesicle. The inner vesicle emptied well after a fatty 
meal, but the outer vesicle contained a residue. This 
suggests that one gall-bladder may be pathological, but the 
| Symptoms were not severe enough to warrant an operation. 


| These two cases show a striking resemblance. 
| Both patients had indefinite symptoms which were 
not severe enough to warrant operation. In both 
cases there was delayed emptying of the larger gall- 
bladder. Was one gall-bladder in each case enlarged 
as the result of chronic infection, or had it been 
larger than its fellow from birth ? Does the presence 
of a double gall-bladder increase the risk of one. or 
Case 1.—Antero-posterior view. both becoming infected ? Does the mutual pressure 

of the gall-bladders mechanically restrict the empty- 
second and third lumbar vertebre (Fig. }). The inner | ing of one of them, apart from infection? It is 


shadow is longer and wider and lies parallel with the spine. | unfortunate that neither case was operated upon, 
The axis of the smaller outer shadow forms a slight angle 


- i y i e 
with the spine. The necks of both shadows converge to = - result might have thrown light on thes 
a point. On examination half an hour later the outer GUestons. 


shadow was seen to be smaller and denser. Presumably One may expect that, with the widespread use of 
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cholecystography, other cases, both normal and 


pathological, will be recorded. 


DISCUSSION, 


The first mention in literature of a double gall- 
bladder occurs in ‘“ Philosophical Transactions ”’ 
for the year 1693-94, where a certain Dr. Foot quotes 
a case of a woman, aged 31, having an enlarged liver 
and two gall-bladders, both distended with bile. 
He states that one gall-bladder was in the right lobe 
and one in the left lobe of the liver. In 1886 Purser? 
showed a case before the Academy of Medicine in 


Fie. 3. 


CasE 2.—Antero-posterior view 


Ireland. 


This was a girl of 11 years who had two 
gall-bladders, each with separate cystic ducts opening 


into the bile-duct. In 1911 Sherren* reported a case 
found at operation, in which the two gall-bladders 
were joined only along a narrow portion of their 
circumference and each possessed its own cystic duct. 

More recently, Meyer* and Nichols‘ have also 
reported cases. In Meyer’s case the two gall-bladders 
were joined over a broad area of their circumference 
and communicated by a narrow opening in their 
necks. A single cystic duct was present. Nichols’s 
case was diagnosed before operation, as a radiogram 
showed a double cluster of stones. At operation the 
gall-bladders were found to be joined by connective 
tissue and each had its own cystic duct. Other 
similar cases are reported by Daever and Ashurst ° 
and by Schachner.*® 

The first case of double gall-bladder diagnosed 
by cholecystography was reported by Climan’ 
in America. The radiograms showed good con- 
centration of the dye in both vesicles and normal 
reduction after a fatty meal. One gall-bladder 
lay behind and below the other. Both were reported 
as normal. Hayes ® has described a similar case. 

According to Boyden’s ® studies on 19,000 human 
subjects and 10,000 domestic mammals, the incidence 
of double gall-bladder is as follows: Humans, 1 in 
3-4000 ; pigs, 1 in 198; sheep, 1 in 85; calves, 1 in 
28; cats, 1 in 8. 

The rarity of the condition in human beings 
accounts for the fact that Graham?° did not find a 





single example in 1218 cases examined by cholecysto- 
graphy. 

The mode of development of double gall-bladders 
is variously described by different authors. Accord- 
ing to Keith,1! the bud for the gall-bladder divides. 
Boyden, on the other hand, states that this mode 
only applies to gats and that in humans the super- 
numerary vesicles are derived either from the hepatic, 
cystic, or common bile-ducts. Boyden also describes 
another method of development which occurs chiefly 
in cattle and sheep: a vesicular outgrowth of liver 
trabecule enlarges to form a supernumerary gall- 
bladder. This type of development is the only one 
which can account for Foot’s case of gall-bladders 
in the right and left lobes of the liver. Aschoff gives 
a completely different account. He states that 
normally the cells of the gall-bladder bud proliferate 
and give rise to a number of cavities, separated by 
septa. The cavities eventually fuse into one large 
cavity. When they fail to fuse, supernumerary gall- 
bladders are formed. With this type of development 
one would expect to find rare cases of gall-bladders 
having multiple cavities, and such have been reported 
by Daever and Ashurst,® Dévé,!? and others. 

The following classification of gall-bladder anomalies 
appears to be rational, as it is based on the supposed 
method of development, and is descriptive of the 
various types. 

1. Ductular gall-bladder.—Derived from _ super- 
numerary vesicles from either the hepatic, cystic, or 
common bile-ducts. Two cavities are present, each 
having its own cystic duct. 

2. Bilobed gall-bladder—Formed by initial sub- 
division of the primitive gall-bladder bud. Two 
cavities communicate with the common bile-duct 
through a single cystic duct. 

3. Diverticular gall-bladder.—Resulting from per- 
sistence of cavities and septa in the gall-bladder bud. 
One large cavity, communicating with one or more 
smaller cavities. 

4. Trabecular gall-bladder.—A vesicular outgrowth 
of liver trabecule. Common in cattle and sheep, 
but of doubtful occurrence in humans. It would 
account for the presence of two widely separated gall- 
bladders. 
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A METHOD OF INSERTING CONTACT 
GLASSES. 


By R. AFFLECK GREEVES, F.R.C.S. EnG., 


OPHTHALMIC SURGEON TO THE MIDDLESEX HOSPITAL; SURGEON 
TO MOORFIELDS EYE HOSPITAL, 


Two communications have recently appeared in 
THe LANCET on the use of contact glasses, respec- 
tively by Mr. Rugg-Gunn ! and Prof. Leopold Heine.’ 
The former describes in detail what I conclude is 





1 THE LANCET, 1930, ii., 1067. 
*Ibid., March 21st, 1931, p. 631. 
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the accepted method of inserting the glasses. The 
patient leans forward with his head in a horizontal 
position; the inverted contact glass, filled with 
saline, and kept level, is held by means of the rubber 
sucker in the surgeon’s right hand, and is inserted 
between the lids which are held open with his left 
hand. By this method, to quote Mr. Rugg-Gunn, it 
is extremely difficult to avoid enclosing an air bubble 
between the eye and the contact glass ; the air bubble 
is a sore trial because it may recur again and again, 
and there is nothing to be done but each time to 
take out the glass and start afresh. All this makes 
the preliminary trial of different glasses, which is 
essential in order to determine the fit and power 
required, extremely tedious to patient and surgeon. 
Prof. Heine criticises certain points in Mr. Rugg- 
Gunn’s paper, but as he does not refer at all to the 
latter’s description of the method of insertion, I 
take it that this meets with his approval. 

Although my own experience of these glasses is 
limited to one patient, who, as it turned out, could 
not tolerate them, I feel that it is worth recording, 
mainly because I very soon found it possible, by 
using a different method, to insert the glasses quickly 
and easily. 

The particular patient on whom I tried the contact 
glasses was a case of bilateral conical cornea, whose vision 
could be improved from less than 6/60 to 6/12 in each eye 
by concave sphero-cylinders, which, however, she found 
great difficulty in wearing, as she said they caused headache 
and giddiness. When she was wearing suitable contact 
glasses 6/9 vision was obtained in each eye, but in spite 
of the fact that the glasses selected appeared to fit the 
scleral curves perfectly, the patient could not tolerate them 
for longer than an hour at a time, and as there was no 
improvement after daily trial for a fortnight, I decided to 
abandon the attempt altogether. The patient was a 
highly nervous woman, and therefore perhaps not altogether 
a suitable case.; apart from this, however, on each occasion 
the glasses caused congestion and irritability of the con- 
junctiva, which began soon after the effect of the local 
anesthetic had passed off, and gradually became so intense 
that the patient begged to have them removed. 


METHOD OF INSERTION. 


The surgeon stands behind or beside the patient, 
who may either lie on a couch with his head on a 
low pillow, or may sit in a chair which supports the 
head with a headrest; the latter position is, if any- 
thing, the more convenient. Cocaine or holocaine 
having been instilled into the eye, the patient is 
told to look slightly upwards and inwards, and the 
empty contact glass, held by means of the sucker in 
the surgeon’s right hand, is inserted into the lower 
fornix, the surgeon depressing the lower lid slightly 
for that purpose with his left thumb. With his left 
hand the surgeon now steadies the patient’s upper 
lid in order to prevent blinking, and while he holds 
the contact glass close to the globe, but not quite 
against it, with his right hand, an assistant allows 
saline to drip from an undine into the space between 
the contact glass and the globe. The space becomes 
quickly filled (the fluid remaining in it by capillary 
attraction), and when this is accomplished the 
surgeon gently applies the contact glass to the globe, 
at the same time allowing the upper lid to fall over 
the upper margin of the glass. Removal of the 
sucker concludes the operation. This method not 
only obviates the formation of air bubbles, but can 
be repeated with rapidity and ease, so that a large 
number of glasses can be tried in succession in a 
very short space of time. 

The only objection I can seg to this method is the 
fact that the help of a second person is required, 
but although I did not actually try it, I have little 
doubt that it would be possible, with practice and 





dexterity, both to hold the upper lid with the little 
finger of the left hand, and at the same time to drip 
the saline from a conveniently shaped undine or 
pipette held in the palm of the hand, while holding 
the contact glass in apposition to the eye with the 
right. 

When the patient finally inserts the glass himself, 
he must of course do it with his face in the horizontal 
position, looking downwards. One thing which 
surprised me was the comparative ease with which 
my patient eventually inserted the glasses herself, 
and that in spite of a very shaky hand. It is true 
that she never accomplished the feat without enclosing 
an air bubble, but I think that with a little more 
practice she would have done so. 

With regard to the removal of the contact glass, 
I found that this was most safely accomplished by 
reapplying the sucker, and by slipping the glass off 
sideways to the outer side, while the patient looked 
in the opposite direction. 

In the management of the case I received valuable 
assistance from Mr. E. F. King, one of the house 
surgeons at Moorfields Hospital, with whose help I 
evolved the method of insertion described above, 
and who inserted the glasses on the days when I 
did not attend at the hospital. 


REMISSIONS AND RELAPSES ASSOCIATED 
WITH 


PREGNANCY IN MYASTHENIA GRAVIS. 
By L. P. E. LAurent, M.B., M.R.C.P. Lonp., 


RESIDENT MEDICAL OFFICER, THE HOSPITAL FOR 
EPILEPSY AND PARALYSIS, MAIDA VALE. 


THE influence of pregnancy, and sometimes of 
the menstrual cycle, on the course of myasthenia 
gravis lends support to the view that this condition 
is largely, if not entirely, brought about by endocrine 
disturbances. 

Grosse? has reported a case in which symptoms 
first developed during pregnancy and recovery took 
place after the induction of premature labour. 
Tilney ? has also seen myasthenia gravis begin during 
pregnancy, and similar observations have been made 
often enough to exclude the possibility of chance. 
In contrast to this, remission of symptoms during 
pregnancy has been observed in many cases. 
Goldflam’s remarkable case, in which three pregnancies 
were accompanied by remissions while parturition 
was on each occasion followed by a relapse, is one 
example. Of equal interest is Fearnsides’s case * 
reported in 1916. The history of the latter, which is 
detailed below, shows a complete remission of 
symptoms during the first and second pregnancies 
and serious relapses in five subsequent pregnancies. 
The literature contains many cases of myasthenia 
gravis which have been observed for periods of 12 to 
14 years. The cases with the longest histories are 
those of Collier* (two cases, 24 years each) and 
McKendree > (19 years). The case reported below 
has had undoubted symptoms of myasthenia for 
29 years, and she has been under medical observation 
for 26 years. 

A married woman, aged 49 years, was admitted to the 
Hospital for a, and Paralysis, Maida Vale, in 1916, 
under the care of Dr. George Johnston. She was presented 
by the late Dr. E, G. Fearnsides to the Neurological Section 
of the Royal Society of Medicine, The following account 
of the patient’s history is in part reproduced from 
Dr. Fearnsides’s notes. 

Since 1899 she had suffered from typical attacks of major 
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aes seven to eight attacks occurring annually. In | 
2, while still single, she one day noticed difficulty in | 
speaking and on the next day she complained of severe | 
headache and dysphagia. These symptoms cleared up | 
in the course of a lew days, but have since recurred to a 
varying extent on many occasions. About Christmas, | 
1903, she was in bed for the six days preceding her wedding, | 
owing to the weakness of the arms and legs; this subse- 


quently disappeared completely. She was in good health | 


whilst carrying her first child, who was born in February 
1905, after a remarkably rapid labour. 
under observation in 1905 at the London Hospital, when 
six months pregnant of her second child. 

In 1905 she weighed 8 st. 7 lb. No abnormal signs were 


detected in the heart, vessels, lungs, abdomen, and urine. | 


No enlargement of the thyroid or thymus could be detected 


clinically. She complained of failure of the voice after | 


talking for some time, dysphagia, diplopia, and unilateral 
right-sided headache which came on in attacks, preceded 


by a pricking sensation starting in the left foot and spreading | 
upwards over the whole body. On examination the positive | 


findings were as follows: The voice was nasal. The speech 
tired easily, the voice disappearing completely in the course 
of conversation. Ptosis was nea occasionally. Varying 
degrees of external ophthalmoplegia were observed at 
different examinations. Weakness of the orbicularis oculi 
was constant. Whistling was impossible and the cheeks 
could only be blown out for short periods. The palate 
moved well at first but ceased all movement after five to | 
ten deep breaths. Protrusion of the tongue, normal at | 
first, became impossible after 5 to 15 repetitions. Dysphagia 
of varying intensity was present, nasal a taking 
place when she was at her worst. The limb musculature 
tired easily and the myasthenic electrical reactions were 
obtained. At times she found walking impossible. 

On Jan. 28th, 1906, she was delivered of a healthy daughter 
after a rapid labour. Towards the end of the pregnancy 
there had been a complete remission of all symptoms. 


Dysphagia, diplopia, and nasal voice recurred on the — | 
ce | 


day after delivery. A gradual improvement took 
later. In 1907 she had a six-months miscarriage. Relapse 
occurred at the 
regurgitation and dyspnoeic attacks were 
frequent in the later months of pregnancy. 
was followed by a gradual improvement. 


ney 


In 1909 a five-months miscarriage of twins again brought | 
to an end a severe relapse which had taken place during | 


pregnancy. 

In 1914, when six months pregnant, she was unable to 
sit up in bed, and suffered from nasal regurgitation and 
dyspnoeic attacks. On this occasion the artificial termina- 
tion of pregnancy was followed by a rapid improvement. 
In 1922 she had a five-months miscarriage, and in 1926 
another at three months. 
pregnancies, and improved considerably after miscarriage, 
particularly since 1926, as will be seen from the account 
of the present condition given below. 


On Jan. 3lst, 1931, she was a stout woman weighing | 


12 st. 7 lb. Her face had a fatigued expression but 
at rest no special muscle group could be incriminated. 
There was a slight degree of ptosis, easily compensated by 
overaction of the frontalis and not increasing with exercise. 
She had not experienced diplopia during the last four years. 
On examination the ocular movements, at first of full range, 
soon became impaired on repetition. Upward movement 
of the right eye and outward movement of the left eye were 
“host affected, strabismus and diplopia resulting. Bilateral 
facial weakness was revealed when — attempted to retract 
the upper lip, and there was definite weakness of the 


orbicularis oculi, closure of the eyes being impossible when | 


the slightest resistance was offered. The tongue could not 


be protruded more than half an inch beyond the teeth, but | 
repetition of that movement ten times did not give rise to | 


fatigue. There was no wasting of the tongue. There had 


been no dysphagia and no dyspnoea for four years. Of | 
the muscles of the limbs and trunk, only the deltoids tired | 


in tlie course of examination. She walked up and down 
three flights of stairs, talking volubly all the time, and 


experienced no difficulty beyond slight dyspnoea, within | 


normal limits for a woman of her age and stature. The 
tendon reflexes were all present and rather brisk, and the 
plantar responses flexor. No abnormality was detected 
in the chest or in the abdomen. The thyroid and the 
thymus showed no signs of enlargement on 
examination. 

She menstruates regularly, her periods lasting three days 
and recurring every three weeks—her normal cycle. It is 
interesting to note that the intensity of symptoms has 
never had any relation to the menstrual cycle, although it 
has been so obviously related to pregnancy. The mis- 
carriages are satisfactorily pncantticn A for by a presen 
uterus, for which she underwent colpoperineorrhaphy in 


She first came | 


beginning of this pregnancy. Nasal | 


iscarriage | 


She relapsed again during the | 


clinical | 


The ease and rapidity of labour noted in this case 
|has already been reported in myasthenia. In 
Tilney’s case, already referred to, labour lasted five 
| hours and a half in a primipara, and I have notes of 
a case of myasthenia gravis in which a first labour 
was completed within five hours of the onset. 
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i NEW INVEN TIONS _ 


AN IMPROVEMENT IN RETINOSCOPES AND 
OPHTHALMOSCOPES. 


THE purpose of this device, shown in the 
illustration, is to make retinoscopes and ophthalmo- 
scopes self-recording by means of an apparatus 
for registering the meridians in retinoscopy. At 
the back of a retinoscope or ophthalmoscope and 
along its circumference are marked a scale of the 
various meridians. At the back also there is 
attached a section movable about a pivot situated 





around the aperture in the centre. This section 
is in the form of a triangle with its base slightly 
curved and carrying with it an indicator which 


| serves to make the above-mentioned scale of meridians 
|at the circumference. 


Furthermore, this triangular 
section is conveniently weighted so that it will 
move in accordance with the position of the retino- 
scope or ophthalmoscope when in action, but comes 
to rest when the instruments are tilted forward 
for the purpose of noting the position of the indicator 
on the scale of meridians.. In this connexion a 
spring and knob may be utilised, or any other suitable 
device, to lock the indicator in position. 

The manufacturers are The Elliott Optical Co., Ltd., 
104-5, Great Saffron-hill, London, E.C. 


R. 8. McCietianp, M.D., Ch.B. Edin. 


Lonpon Lock Hospitrat.—The Lord Mayor of 
London recently opened an extension of this institution in 
Dean-street, Soho. The enlargement, which has cost over 
£22,000, of which some £5000 remains to be raised, includes 
new consulting-rooms, a new dispensary, a new intermediate 
treatment department, and a dining-room for the staff. 
Last year there were 90,000 out-patient attendances. 
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MEDICAL SOCIETIES 





ROYAL SOCIETY OF MEDICINE. 





SECTIONS OF COMPARATIVE MEDICINE 
AND EPIDEMIOLOGY. 


At a combined meeting of these Sections held 
on March 25th, with Prof. G. H. WooLpRIDGE, 
F.R.C.V.S., in the chair, a discussion on 


Milk-borne Epidemics Due to Streptococci 


was opened by Dr. W. G. Savace. Streptococci, he 
said, were extremely common in milk, and were 
derived from many sources. Their presence, even in 
very large numbers, was no evidence that the milk so 
infected was harmful. Even the demonstration of 
hemolytic streptococci, he declared, was inadequate 
evidence of potential infectivity, and it was difficult 
to give any series of tests of a bacteriological nature by 
which to determine the infectivity of the streptococci 
in milk. On the epidemiological side, however, 
the ground was more definite, for two types of 
infection, both due to streptococci, had been shown 
many times to have been propagated by milk con- 
sumption. These types were scarlet fever and 
angina (sore-throat), and they were met with in 
various degrees of malignancy. The possibility of 
a human and a bovine origin had to be considered in 
regard to both. In 1912, after examining all previous 
records of alleged bovine scarlet fever, he arrived 
at the conclusion that the cow was the probable 
carrier of the organism in these epidemics, but 
in a purely passive capacity, showing in _ itself 
no disease symptoms. The view that the Hendon 
outbreak was spread by locally infected cows 
explained all the essential facts and reconciled 
conflicting ideas. The next investigation along this 
line was made 16 years later by F. 8. Jones and R. B. 
Little on a scarlet fever outbreak in New Jersey State, 
U.S.A. Here were scarlet fever cases on the farm, 
but one of the cows was found to have an injury to the 
teat and suffered from mastitis being present with 
abundant hxmolytic streptococci of the human 
type in the secretion. It was found possible 
to infect other quarters of this cow, as well 
as another cow, with the streptococcus and to set 
up severe mastitis. In another paper Jones stated 
that milk which had been heated to 58° C. for 20 
minutes, or which was passed through a coarse 
Berkefeld filter, had the ability to inhibit the growth 
of the scarlet fever streptococcus. This, said Dr. 
Savage, confirmed his view that in milk-spread scarlet 
fever the agency of an infected cow must be 
considered possible. 

In epidemics of angina the epidemiological facts 
were these. From 1890 to 1910 a number of out- 


| borne outbreaks of septic sore-throat between 1908 
| and 1928 ; 55 per cent. of the latter were attributed 


breaks, all milk-borne, were reported in Great Britain. | 


A typical example was that at Colchester in 1905, | 


when 96-6 per cent. of the 600 cases were traceable 
to the milk of one distributor, who received his milk 
from five sources. On one of the farms a cow was 
found to be suffering from streptococcal mastitis. 


| 
| 








Exclusion of this animal’s milk from the town’s supply 


caused the epidemic to cease. 


It was remarkable, was the mastitis due to streptococci. 
he said, that since 1910 there was no reported | prevalent. 


| to a milk handler, 30 per cent. to a diseased cow and 


a milk handler. 
Much work had been done to elucidate the bacterio- 
logy of bovine mastitis and the cause of these anginal 


outbreaks. In 68 per cent. of his cases of bovine 
mastitis (1906-09) he found the Streptococcus 
mastitidis; he then discovered this strain in 


| quarters clinically sound in 84 per cent. of cases, 


these quarters rarely being subsequently involved, 
while to naked-eye appearance the milk of these 
quarters was unaltered. He found that the bovine 
type of streptococcus was non-pathogenic to 
mice, and to laboratory animals generally it was of 
low virulence, though it readily set up mastitis in 
goats when introduced into the teat canal without 
damaging the mucosa. The human types were 
pathogenic to mice. He felt so sure that S. mastitidis 
was not a cause of human disease that on two 
occasions he swabbed his own throat with massive 
doses of it from a recent case of cow mastitis, and 
suffered no effects; it was moreover difficult to 
recover, showing that the human throat was an 
alien ‘habitat. From these and other experiments 
Dr. Savage in 1911 elaborated the hypothesis that 
ordinary bovine mastitis and teat lesions were harm- 
less to man but that occasionally the local infection 
was due to implantation of organisms of human 
origin. The cow in this class of infection is only 
potentially pathogenic to man when it acts as an 
active or passive carrier of organisms of human 
origin. All subsequent work has tended to confirm 
the truth of this hypothesis. In an outbreak of 
sore-throat in Chicago in December, 1911, and the 
following month, in which over 10,000 persons were 
affected, D. J. Davis had emphasised the point that 
hemolytic streptococci were responsible, differing 
from the type associated with bovine mastitis. Davis 
and Capps had shown experimentally that hemolytic 
streptococci of human origin, when introduced into 
the cow’s udder in large numbers by means of a 
catheter, could produce mastitis. 

Dr. Savage expressed the hope that later speakers 
would say whether they were satisfied that existing 
methods were adequate to distinguish definitely 
between types harmless to the human, and those 
which set up in man angina or scarlet fever. Ample 
evidence was available that milk could be a vehicle 
for two kinds of streptococcal infection—namely, 
scarlet fever and angina. It seemed clear that the 
cow only served as an infective agent when the 
streptococci were initially of human origin, implanted 
on the cow’s teats, or introduced into the udder. 


BOVINE MASTITIS. 

Mr. F. C. Minett, M.R.C.V.S8., spoke particularly 
of streptococci in bovine mastitis indistinguishable 
from the human Streptococcus pyogenes. As in many 
outbreaks of disease suspicion fell on the cow, it was 
important to consider the infections of the milk- 
producing organs. For the present discussion, as 
well as agriculturally, the most important of these 
It was very 
At the Royal Veterinary College, Camden 


milk-spread angina until the Hove outbreak of | Town, there had been occasion so far to examine, by 


last year. 
reported until 1911 but many since then. 


In the United States no outbreaks were | blood-agar plating, milk samples from 1103 cows 
C. L. | belonging to 20 herds. 


Of these cows 444 (or 40-2 


Scamman enumerated 87 milk-borne outbreaks of | per cent.) showed infection in at least one quarter 


scarlet fever between 1893 and 1928, and 45 milk- | of the udder, the incidence varying between 11 and 
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65 per cent. in the various herds. In the great 
majority a streptococcus was present. Five of these 
herds would have been classed as “‘clean.” In most 
cases the disease was occult, no changes were obvious 
in the milk, and clinical examination was inconclusive. 
Mastitis in cows could be caused by hemolytic or 
non-hemolytic streptococci, but on the present 
occasion there was need to consider only the kind 
referred to by J. H. Brown as beta hamolyticus— 
i.e., those which produced a distinct zone of clearing 
around deep colonies in blood-agar plates. There 
were, said Mr. Minett, three characters common to 
the great majority of udder hemolytic strains, and 
these features served also to distinguish them from 
S. pyogenes of human sources. The first was their 
lack of pathogenicity for laboratory animals such as 
mice and rabbits, and the fact that they were not 
dangerous to man. Secondly, when grown in lactose 
broth for five days, considerable quantities of acid 
were produced, so that the final pH came to rest 
at 4-4 to 4:8. The third character was the ability 
of udder streptococci to hydrolyse sodium hippurate 
to glycol and benzoic acid. Up to the present time 
his laboratory had been in touch with 13 cases of 
mastitis whose udder secretion had yielded hemolytic 
streptococci with characters different from those of 
cocei ordinarily found. In at least nine of those 
cases the streptococci appeared to be the cause of the 
mastitis, their numbers varying from several hundred 
thousand to eight millions per c.cm. These strains 
were exceptional in the relatively large amounts of 
hemolysin they produced, and their high pathogenicity 
to mice and rabbits. No other conclusion seemed 
possible than that in these cases the cow’s udder was 
infected with streptococci from a human source, 
very likely from the milker ; yet seldom could human 
disease be identified. The power of these particular 
strains to produce mastitis had been tested by 
injecting 1 c.cm. of a 24-hour serum broth culture 
into the udder of a lactating cow via the teat canal ; 
an acute mastitis ensued, leading to a drying up of 
the milk secretion and atrophy of the quarter during 
the third week. 

Dealing with the part played by the cow in milk- 
borne streptococcus epidemics, Mr. Minett said that 
the hypothesis which Dr. Savage put forward in 1911 
(and which he had repeated to-day) was suggestive, 
and the investigations which had been carried out 
in America could be held to have proved that the cow 
had played a major part in some of the epidemics. 
At the moment the important question was whether 
the proportion of outbreaks in which the cow was to 
blame was large or small; his own view was that the 
extent of the danger was usually under-estimated, 
and for this view he gave a number of reasons. Why 
did not such outbreaks occur more frequently ? He 
suggested that their rarity might be not solely due 
to the fact that most udder streptococci were of the 
bovine type, but might be due in part to the fact 
that the human hemolytic streptococci, which were 
not infrequently implanted in the udder, were of 
a type or in a life-cycle phase which was relatively 
harmless to man. Even when the streptococci in 
the udder were of a type known to be harmful to man, 
they did not always cause epidemics. 

In conclusion he emphasised the desirability of 
defining more clearly the part played by the cow. 
The initiative must rest with the medical officer who 
was brought into touch with the outbreak. If, when 
a particular farm could be incriminated, the medical 
officer would communicate with the Research Institute 
of the Royal Veterinary College, the opportunity of 


from the cows would be welcomed. Their findings 
could then be correlated with those of the medical 
bacteriologists. 


THE HOVE OUTBREAK, 


Dr. E, WILKINSON (representing the Ministry of 
Health) said that in the recent Hove outbreak a 
considerable time elapsed before the matter was 
brought to the notice of any health authority, and so 
the investigations were begun at a late stage. Clearly 
that was a case in which human streptococci had been 
implanted into the milk channels of the cow. Enormous 
proliferation occurred and lasted several weeks, in 
fact about the same time as an epidemic of tonsillitis. 
In this Hove outbreak over a thousand cases occurred, 
and more than sixty deaths. Not until the end of 
December, though cases of tonsillitis were reported 
months earlier, was it reported that nearly all these 
patients were customers on one particular milk round. 
Samples of milk were found to be crowded with 
streptococci. There was strong reason for suspecting 
that the origin of the Hove epidemic was outside this 
country, as a bailiff of the farm had been visiting a 
house of illness and had probably brought the infection 
tothefarm. This bailiff had certainly been in contact 
with cases of tonsillitis, 

Mr. A. W. Stasierorta, M.R.C.V.S., spoke on 
the possibility of finding a method of distinguishing 
bovine from human streptococci by serological 
methods. He had examined 104 strains of streptococci 
from the bovine udder, and had more recently 
compared these with 50 strains of human origin. 
Of 46 bovine strains of hemolytic streptococci which 
he examined, 25 fell into one very definite type, 
similar to that of human heamolyticus. Sixteen beta 
hemolytic strains were notable for the fact that they 
caused wide zones on blood-agar plates, and caused 
a marked degree of lysin in broth, and were pathogenic. 
The beta hemolytic strains which he examined had 
common group antigens, and were distinct from other 
bovine strains which he had examined. They also 
showed some common group agglutinins with human 
strains of Streptococcus pyogenes. The majority of 
streptococci from the bovine udder were distinct 
from human streptococci, but there occurred in the 
bovine udder members of the group which had some 
antigens in common with streptococci of human 
origin. The likeness he had observed was only a 
group likeness, not a specific one. 

Prof. G. H. Wiuson, M.D., referred to the Hendon 
epidemic, and remarked that the disease broke out 
later in Wiltshire, where cases of septic sore-throat 
occurred. It was highly probable, he thought, that 
streptococci from the throats of human carriers on 
the farm were implanted on the ulcers of the cows’ 
teats. He referred to two cases in which cows’ teats 
yielded the diphtheria bacillus. Milk-borne epidemics 
or outbreaks of septic sore-throat and scarlet fever 
seemed to have been less common during the last 
20 years than formerly. 

Mr. Smpney Vuitiar, F.R.C.V.S., said he was 
conversant, as the veterinary surgeon concerned, with 
the Hendon outbreak, and he agreed with Dr. Savage 
that the cow was a passive carrier. The cows con- 
cerned in that epidemic did not suffer from mastitis 
as ordinarily understood; they were infected with 
cow-pox, but not true variola. The vesicle was 
broken down by milking, and continued milking 
resulted in severe ulceration; 50 of the 70 cases 
concerned in the Hendon outbreak had teat sores. 
In the home of one of the milkmen a girl] had scarlet 
fever. As there were few human cases of infection 





making a bacteriological examination of milk samples 


from milk, and cow mastitis was very common, he 
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did not think the latter could constitute a great 
danger to the human subject. It was customary to 
discard milk which came from the infected quarter 
and to use the milk from the remaining three-quarters, 
if inspection showed it to be apparently sound. 

Dr. WILKINSON referred to an epidemic in which 
investigation revealed that some people in the 
neighbourhood had scarlet fever, others tonsillitis, 
while from some who were tested there was obtained 
a hemolytic streptococcus though they had no 
symptoms; the latter included the proprietor of 
the milk business who subsequently desquamated. 

The CHAIRMAN agreed that it was fair to implicate 
the sores on the teats of cows in these epidemics, 
even when there was no actual mastitis. This teat 
condition was very common in cows; it was a form 
of impetigo. Cows frequently showed the teat con- 
dition soon after calving. He was once an unwilling 
demonstrator, among others, of the truth that milk 
even with a high content of streptococci from cows 
with mastitis was non-infective. He was one of 
eight persons who were drinking milk from a particular 
cow. One day he noted an unusual salty taste, 
and on investigation the milk was found to be teeming 
with streptococci. Yet no illness followed. 


REPLY, 

Dr. SAVAGE expressed his gratification that the 
views he advanced in 1911 were now accepted as 
current knowledge. He considered that one important 
factor determining whether an epidemic would occur 
was the dosage of the virus or microbe. In one case 
he found that when the dilution of the milk from the 
infected farm fell below a certain figure, no fresh 
cases of human infection occurred. 


SECTION OF UROLOGY. 


AT a meeting of this Section on March 26th, Mr. 
S: A. MACDONALD, the President, took the chair, 
and a demonstration on principles and new advances in 


Excretion Urography 


was given by Prof. A. vON LICHTENBERG (Berlin). 
The study of over 2000 cases and of seven intra- 
venous contrast substances had, he said, enabled 
him to formulate the scientific principles of excretion 
urography. Five of the contrast substances were 
now reported for the first time; of these D40 (uro- 
selectan B) had decided advantages ; its administra- 
tion was well tolerated, and excellent visualisation 
of the urinary tract was obtained after injecting 
15 g. dissolved in 20 c.cm. of water. The new 
method had greatly clarified conceptions of the 
pathology of the urinary tract. Besides revealing 
anatomical changes, it gave a picture of the disease 
in all its physiological details. The urinary tract 
could be studied as a physiological entity ; ‘“‘ system 
pathology ’” rather than “organ pathology” could 
be stressed. It was important that the eliminated 
quantity be enough to give satisfactory visualisation. 
The absolute quantity of the substance eliminated 
had no great influence on its applicability for excretion 
urography ; its usefulness depended neither on the 
proportion eliminated through the kidney nor on 
the distribution in the body. It was important only 
that the quantity eliminated through the kidneys 
appeared in the urine as quickly and as concentrated 
as possible. The accompanying diuresis played an 
important part, since it influenced the concentration 
of the substances in the urine! Of the two substances 
on the market—abrodil and uroselectan—86 per 
cent. was eliminated in the urine, and of the other 


new substances tested—D34, D40, D50, B1015, 
and Sch122—the proportion secreted varied from 56 
per cent. upwards. Of D40, 64 per cent. was 
eliminated, the maximum appearing half an hour 
after administration and elimination continuing for 
eight hours. The highest concentration of abrodil 
and uroselectan occurred three quarters and one and 
a quarter hours after injection respectively. The 
highest concentration was achieved by D40, 15 g. 
of which produced a concentration of 7-94 per cent., 
whereas 30 g. of uroselectan only produced a con- 
centration of 4-4 per cent. The diuresis with D40 
was 84 c.cm. at the first hour and 282 c.cm. in four 
hours, whereas with abrodil and uroselectan the 
figures were 175 c.cm. and 495 c.cm.; 120 c.cm. and 
650 c.cm. respectively. The kidney capacity did not 
depend entirely on physical factors; chemical 
qualities also played a part. This was shown by 
the relation between the molecular weight of the 
substance injected and the concentration of the 
resulting urine. A large amount of iodine was not 
necessary for excretion urography ; D40 contained 
about a fifth of the iodine that had previously been 
necessary. Good solubility and high iodine content 
were only relatively important ; the absolute useful- 
ness of the substances rested on a group of factors, 
some of which were still unknown. Work was being 
done on the isolated kidney in an attempt to improve 
the substances and discover these factors. Apart 
from toxicity, the most important element seemed 
to be elimination; not the amount given, but the 
amount eliminated determined success. 


CLINICAL APPLICATION. 

Dr. P. B. Hucues showed a large series of X rays 
from Prof. von Lichtenberg’s clinic comparing 
pyelograms and excretion urograms and showing 
clearly that pyelography is apt to reveal a pelvis 
distorted by the pressure of the injection, while 
excretion urography shows the normal pelvis and its 
constant changes under the influence of peristalsis. 
The excretion method failed, however, when the 
kidney was damaged in the glomerular region. 
Purulent infection inhibited visualisation by this 
method, which was therefore a means of testing the 
function of the kidney. Thus anatomy and physio- 
logy, pyelography, and excretion urography, completed 
each other. Both failed, however, when a mechanical 
factor made filling from below impossible, and at 
the same time a physiological factor prevented filling 
from above. There were three groups of cases in 
which excretion urography gave exceptionally good 
visualisation, while instrumental pyelography failed 
to give the necessary information. In some of these 
the catheter method failed altogether; in others it 
gave defective pictures, and in others it caused 
diagnostic difficulties which could be cleared up by 
the complementary method. Pyelography failed, 
for instance, in cases of tumour with ureteral obstruc- 
tion, but excretion urography showed the enlarged 
and deformed pelvis. Pyelonephrosis was shown 
by spherically dilated and fixed calyces. Excretion 
urography helped the surgeon to decide whether to 
adopt conservative or radical nfethods, as it gave an 
estimation of the function and emptying power of 
the kidney. In another group of cases the irritating 
fluid of the pyelogram might cause local cramp, 
so that one calyx perhaps remained unfilled; the 
fluid injected intravenously was not irritating, and 
could, therefore, fill all parts of such a kidney. In 
tuberculosis it might be impossible to get a catheter 
in, and even cystoscopy might be dangerous. Excre- 





tion urography was, therefore, particularly welcome. 
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If no visualisation of the kidney was obtained, and 
tubercle bacilli were found in the urine, no further 
investigation need be made. In hydronephrosis 
pyelography would not give a true picture of the size 
of the pelvis on account of irritation, but excretion 
urography showed it exactly, together with all the 
phases of emptying. 
URETER, BLADDER, AND ADNEXA. 

The normal ureter was never completely outlined 
by excretion urography on account of peristalsis. 
The whole tube was only seen when peristalsis was 
impaired or retarded. The interpretation of ureteral 
pyelograms was still unsatisfactory, and excretion 
urography was therefore particularly helpful, It 
would even show the slight changes produced by the 
passage of a small stone. It revealed slight degrees 
of atony and irritation. It distinguished between an 
actual kink and one that might be produced by a 
catheter in the pyelogram. A real kink was always 
seen in the same place in any number of excretion 
urograms. If the ureter was fixed, it failed to show 
pendulum movements, though its peristalsis might 
at first be unimpaired. Excretion urography showed 
up many stones that were not seen on an ordinary 
X ray, and the X ray showed stones which excretion 
urography did not reveal. Adnexal disease produced 
characteristic changes in the ureter. In prostatitis 
a slight atony of the ureter was revealed ‘by filling of 
the lower part without dilatation. Later this went 
on to dilatation and tortuosity. Both sides were 
affected, but not necessarily equally. It was often 
possible to avoid cystoscopy and catheterisation if 
excretion urography were used in prostatic hyper- 
trophy. A very dilated ureter might empty well, 
provided there were no obstruction lower down the 
tract. 

The method was also useful for the bladder ; 
carcinoma of the prostate would show as a displace- 
ment of the shadow with retention in the ureter and 
concentration at the point of torsion. Diverticulum 
of the bladder was well shown. 

Mr. Frank Kipp said that D40 would shortly be 
on the market in 20 c.cm. ampoules. He congratulated 
the Society on the honour Prof. von Lichtenberg 
had done it in electing to make the first announcement 
of his important discovery in this country at a meeting 
of that Section. 





TUBERCULOSIS ASSOCIATION. 


A MEETING of this society was held at Oxford from 
March 26th—28th, and will receive extended notice 
next week. After the annual meeting on the 28th, at 
which Prof. 8. LyLE CUMMINS was re-elected president, 
a cinematograph film was shown illustrating 


Thoracoplasty. 


The film, taken by Messrs. Kodak, is divided into 
two parts, and shows the various stages of the 
operations of phrenic avulsion and thoracoplasty as 
performed by Mr. H. Morriston Davies. The accom- 
fanying legends explain each stage of the various 
procedures, as described by Mr. Davies in his book 
‘“* Surgery of the Lung and Pleura.’’ Mr. Davies relies 
entirely upon local anzsthesia in performing phrenic 
avulsion, 10 c.cm. of a 1 per cent. solution of novocain 
with adrenalin being sufficient to infiltrate the 
superficial and deep tissues, while in performing 
thoracoplasty he uses just enough chloroform to 
make the patient unconscious. A 1 per cent. solution 
of novocain with adrenalin hydrochloride 1 in 1000 


ASSOCIATION, 





is used for the local and regional infiltration. 
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Gelatino-thorax. 


Dr. J. CROCKET, in a paper on Gelatino-thorax, 
said that the introduction of oil or paraffin into the 
thorax had serious disadvantages, since they must 
be regarded as foreign bodies. Thus, in apicolysis, 
an operation now seldom performed, the paraffin 
used was extruded or formed a nidus of infection. He 
admitted that oleothorax was useful in stiffening the 
mediastinum, but in general he had found it dis- 
appointing. His patients brought up the oil through 
the bronchi, complained of its weight, or suffered 
from dyspnea, digestive troubles, or effusions. A 
substance was required which, being of animal origin, 
would freely intermingle with a fluid effusion if present, 
and likewise an antiseptic that would act in the 
presence of serum. Such a combination was gelatin 
2-5 per cent. with neutral Acriflavine 1 in 2000 to 
5000. The acriflavine could be safely left in closed 
cavities, and its- antiseptic effects, which greatly 
exceeded those of perchloride of mercury or phenol, 
were increased in the presence of serum. Whereas 
Gomenol had been found to have no marked effect 
upon the tubercle bacilli in effusions, acriflavine 
greatly reduced the bacterial content. His technique 
was as follows: the gelatin was dissolved in normal 
saline and sterilised in an autoclave. The neutral 
acriflavine solution was boiled. The mixture should 
be freshly prepared for each case. It was desirable 
to test the idiosyncrasy of each patient and give small 
doses—e.g., 10 c.cm. at first. He used a blood- 
transfusion syringe with a two-way stop and rubber 
tubing arranged so that the effusion could be 
withdrawn and the gelatin-acriflavine solution be 
injected through the same needle. The gelatin was 
heated to 103° F. and injected slowly through a small 
needle and well below the level of the fluid, if this 
was not drawn off; 10 to 20 c.cm. were given at 
first, and if no reaction occurred the amount was 
increased to 200-300 c.cm. He had had several cases 
where no further injections were required after a 
single dose of 2-6 oz, An alternative method was 
to empty the pleural cavity, replace the fluid with 
air, and then inject the gelatin and acriflavine. After 
each syringeful the pressure should ~be noted, and 
should ultimately be below zero level. At the con- 
clusion of the injection, pressure should be made 
at the site of puncture, the patient should lie on the 
opposite side, and avoid talking and coughing. The 
outstanding indication was an effusion rich in tubercle 
bacilli or secondarily infected, with fever, &. It 
was also useful when there was a cavity, to sterilise 
a pleural cavity before thoracoplasty, and in basal 
bronchiectasis. He did not favour interference where 
there was an effusion and no symptoms, believing this 
to serve as a good natural splint. 

In the subsequent discussion, Dr. M.GILBERT (Leysin) 
agreed about the disadvantage of oil in not mixing 
freely with the pleural contents, but defended oleo- 
thorax as a valuable procedure in suitable cases. 
Secondary infections of the pleural cavity were not 
its best indications. In eight years’ experience he 
had never had a perforation of lung, and considered 
this due to faulty technique. A too high pressure 
in malignant pleural effusions was apt to enlarge 
existing perforations. He had found oleothorax 
to decrease the bacilli in effusions. A further 
advantage was the ability to see the formation 
of fluid when oleothorax was used for obliterative 
cases. 

The session concluded with an exhibition and 
demonstration of radiograms by Drs. G. T. Hebert, 
G. Jessel, and A. J. Morland. 
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LIVERPOOL MEDICAL INSTITUTION. 


AT a meeting of this Institution on March 19th, with 
Mr. G. C. E. Smwpson, Vice-President, in the chair, a 
paper on 

Removal of Tonsils and Adenoids 

in subacute rheumatic heart disease was read by 
Mr. P. W. LeatHart. The 50 cases chosen for 
operation were in-patients at the Liverpool Heart 
Hospital. All showed fever for a long period before 
operation, and one or more cardiac lesions. Operation 
was performed on the assumption that the patient 
was a carrier of the infection in his tonsils and 
adenoids. On this assumption the size of the tonsil 
was not important ; the presence of enlarged glands 
in the anterior triangle of the neck was more significant 
inasmuch as it was clinical evidence of absorption of 
poison. Removal of the tonsils could do no more 
than prevent further absorption. The patients had 
been under observation for long periods, sometimes 
as long as four years. In 16 cases the temperature 
finally became normal and stayed normal; in 20 
the cardiac condition became stationary; in eight 
there was improvement in it; in the rest it was not 
possible to give an opinion; in all except one the 
relatives were emphatic that the general health had 
improved. The question arose, said Mr. Leathart, 
whether the tonsils were front-line barriers to infection, 
or open doors for the purpose of admitting disease. 
The latter view was the more reasonable for it was 
known that all tonsils and other external lymphoid 
masses such as Peyer’s patches and solitary follicles 
contained organisms even in health. It was probable 
therefore that in health poison was being absorbed 
from them, the object being to establish or keep up 
immunity. If the immunity was at a low ebb or 
failing, more poison was absorbed than could be 
dealt with, and the patient was in danger. In such 
cases if there was evidence, such as enlarged cervical 
glands, that the tonsil was the open door through 
which poison was entering, the door should be shut 
by its removal. 

Mr. CouRTENAY YORKE pleaded for a more con- 
servative attitude towards the tonsils. He thought 
local infection in the tonsil a very uncommon cause 
of systemic disease, and he believed that the tonsils 
were sacrificed far too often in the mistaken belief 
that they were centres of auto-infection. The tonsillar 
crypts were lined by stratified epithelium which 
afforded an effective barrier to infection. The 
presence of cheesy material in the follicles was very 
common. and could not be regarded as pathological. 
In adults the operation of tonsil dissection, under a 
general ansesthetic, was a severe one and fraught 
with obvious dangers. It should therefore be 
performed with caution, especially. in the type of 
case where the tonsils were condemned on the 
supposition of auto-infection. 

Mr. H. V. Forster was doubtful whether the 
lymphadenoid tissue of the pharynx and post-nasal 
space was really an open door through which the 
individual invited combat and was content to prove 
victorious or to be eliminated on the result of the 
fight. It would be better, of course, that the invader 
should be arrested in a front-line engagement, rather 
than admit a serious conflict with the deeper-placed 
reserves, and it was interesting to know that Kaiser 
had recently recorded how in a large group of American 
children deprived by operation of the familiar masses 
of lymphadenoid tissue of the upper respiratory 
and food passages, there was a greater incidence of 
bronchitis and pneumonia than in controls. 





Dr. Isaac Harris testified to the accuracy of 
Mr. Leathart’s findings. There were some cases, 
he said, which without a shadow of a doubt benefited 
by tonsillectomy; there were others in which we 
might be equally sure that the operation was useless. 
In the great majority of cases it was difficult to say 
one way or the other. The important thing was 
that some cases of rheumatic heart certainly derived 
considerable benefit from the operation. The danger 
of operating was easily exaggerated. As long as 
there was no gross damage of the heart muscle the 
cardiac case usually stood an operation as well as the 
normal case. 

Mr. E. MALcotm Stockpate held that the structure 
of the tonsil was such that it constituted a weak spot, 
réadily becoming infected and liable to disseminate 
disease. Few people escaped an attack of tonsillitis. 
As the treatment of adenoid and tonsil disease had 
progressed, the number of cases of enlarged glands 
(tuberculous) in the neck had greatly diminished, as 
also had Pott’s disease of the spine. The size of an 
infected tonsil was no indication of its power for evil, 
a small red buried tonsil being more dangerous than 
the greatly enlarged pale protruding tonsil. 


Technique of Inhalation Anzsthesia. 

Dr. R. J. Minnitt read a paper in which he 
described the McKesson Nargraf apparatus and 
explained the technique of inhalation anesthesia 
with the face mask, and also with de Caux’s intra- 
tracheal catheters. He had had experience in over 
200 cases, including almost every kind of operation. 
The advantages were the comfort and speed of 
induction, the minute quantities of ether used, the 
absence of cyanosis, the speedy recovery, the reduction 
of post-anesthetic vomiting, and of the taste or smell 
of ether, and the freer atmosphere in the operating 
theatre from ether exhalations. The evidence, he 
said, was much in favour of rebreathing, the addition 
of carbon dioxide to the anzsthetic gases, and the 
elimination of ether as far as possible in renal disease. 

Dr. JoHn Hatton inquired what preliminary 
medication Dr. Minnitt gave before gas-oxygen 
anesthesia; he thought that the success of any 
anesthetic depended largely upon the patient’s 
condition immediately before the induction. He had 
recently perfected a technique which for open ether 
anesthesia required the average use of only 8-12 oz. 
of ether for the first hour of major operations. In 
roughly 300 recent cases in which the anesthetic was 
administered in this way as a hospital routine, 
compared with 100 by ordinary methods, the difference 
in post-operative comfort and absence of complications 
was very marked. 

Mr. H. C. W. NuTTa.t supported the statements 
made about the efficiency of the McKesson Nargraf 
apparatus and the absence of post-operative respiratory 
complications. Provided cyanosis was avoided there 
was probably no greater hemorrhage than with open 
ether, but this question was difficult to decide, for 
patients varied whatever type of anxsthetic was 
used. He thought that if this method was found to 
be superior to others in hospital then its use must be 
extended to private practice, but here its cost and 
the bulk of the apparatus raised difficulties. He did 
not agree that it should be reserved for specially 
difficult cases ; routine use with all types of case was 
essential for perfecting technique. 

Dr. W. J. BENNETT JONES remarked that Dr. Minnitt 
had mentioned gas and oxygen as the ideal anzsthetic 
and that he gave a little ether as well, from } to 4 oz. 
The speaker looked forward to the day when nothing 
but gas and oxygen would be given except in rare cases. 
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EDINBURGH OBSTETRICAL SOCIETY. 





AT a meeting of this society on March 11th, Dr. H. 8. 
Davipson, the President, took the chair, and a paper 
concerning the 

Urinary Tract in Carcinoma of the Cervix 
was communicated by Mr. HENRY WaprE and 
Mr. Davip Banp. Two autopsy reports were given 
as illustrations of the end-results of extension of 
carcinoma of the cervix uteri so as to involve the 
urinary tract. In one the carcinoma had involved 
the bladder and one ureter. A vesicovaginal fistula 
was present, and involvement of the ureter had 
brought about atrophy of the kidney above. Death 
had been due to ascending infection and pyelo- 
nephritis in the remaining kidney. In the other case 
the neoplasm extended from the cervix and involved 
the ureter in the base of the broad ligament. Atrophy 
of the kidney had resulted. Death was brought 
about by involvement of the remaining ureter which 
led to renal suppression and anuria. 

A fatal issue in carcinoma of the cervix uteri was 
frequently brought about by one of the following 
complications: (1) renal infection: (a) ascending 
pyelonephritis, (b) blood-borne pyelonephritis ; and 
(2) renal suppression. As radium therapy had now 
superseded radical operation in the treatment of the 
majority of cases of cervical carcinoma, the informa- 
tion obtained from cystoscopy was now of considerable 
importance if the extent of the disease was to be 
accurately delineated. The effect of radium on 
healthy as well as neoplastic tissues made it essential 
that due attention be paid to the neighbouring organ, 
both as a guide to technique and dosage and for 
purposes of prognosis. Involvement of the bladder 
from anterior extension of carcinoma of the cervix 
might be recognised in six stages of increasing gravity : 
(1) elevation of the bladder floor ; (2) fixation of the 
bladder floor, judged by digital manipulation of the 
cervix ; (3) circulatory changes ; (4) transverse ridge 
formation; (5) edema; and (6) malignant invasion. 
Of these the first three appearances were those 
associated with any retrovesical collection or swelling, 
and as such might be produced by radiation of a 
cervical carcinoma, the bladder not being involved 
by malignant disease. In such cases the appearance 
of the ureteral orifice was very important as the 
earliest guide to the diagnosis of involvement of the 
lower urinary tract, and in a series of patients where 
spread of the cervical carcinoma was taking place 
the first changes in the bladder were noted there. 
The appearances of the ureteral orifice met with, in 
order of gravity, were fixation, retraction, circulatory 
changes, irregular gaping, and ulceration and nodule 
formation. In a series of cases in which such changes 
in the ureteral orifices gave early evidence of anterior 
extension of the carcinoma it was found that the 
general health of the patients remained excellent for 
over eight months before mechanical interference 
of the excretion of urine brought about renal 
incompetence. 

By an operation such as intrasigmoid trans- 
plantation of the ureters complete vesical exclusion 
could be carried out safely, and after the operation 
the patient had comfort and complete urinary control. 
After successful transplantation, the lesion in the 
pelvis might be attacked with renewed hope, and 
irradiation or radical surgery might be directed 
entirely to the carcinoma and its eradication. Its 
efficacy need no longer be tempered by allowance 
for the protection or preservation of components of 
the urinary system. 








ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 





SECTION OF PATHOLOGY. 


AT a meeting of this Section on Feb. 27th, with 

Dr. J. Latt, the President, in the chair, a case of 

Auto-agglutination of the Blood 

was reported by Dr. Wir11am BoxweLy. The 
patient, he said, was a woman aged 65, and in the 
winter of 1928 she developed jaundice while in France. 
When she was seen by Dr. Boxwell in July, 1929, 
all trace of jaundice had disappeared but she was 
anemic. Attempts to perform blood counts or to 
prepare films of her blood failed owing to almost 
instantaneous agglutination of the red cells. She 
recovered and remained fairly well till July, 1930, 
when she was again examined. It then proved 
possible to estimate the number of white cells, although 
only with difficulty. They were found to be 40,000 
per c.mm. and 86-5 per cent. of them were mononuclear 
leucocytes. A relapse occurred in August and the 
patient became very anemic and jaundiced. Her 
hemoglobin fell to 20 per cent. She was treated with 
liver extract, Ventriculin, and arsenic, and slowly 
improved ; when she was seen in December last the 
red cells numbered 3,000,000 and white cells 6000 
perc.mm. Hemoglobin was 60 per cent. 

Dr. J. W. BIGGER described his investigation of the 
blood condition. Blood was collected in a warm 
syringe and divided into two portions, one of which was 
placed in a dry tube, the other in sodium citrate 
solution. Both were kept at body temperature and 
by centrifuging, surrounded by a water bath, the 
serum and cell fractions were separately obtained 
without chilling. The patient’s cells were found, 
when tested against sera of the four groups, to act 
as normal Group O (Moss IV.) cells. The serum 
agglutinated rapidly and intensely all types of human 
cells including Group O cells and the patient’s own 
cells. This, however, only occurred at air temperature 
and not at body temperature. When agglutinated 
cells were warmed to 37°C. they became uniformly 
suspended, and when again cooled they reagglutinated. 

Dr. BIGGER gave an account of the phenomenon 
of auto-hemagglutination and distinguished it from 
pseudo-agglutination and pan-agglutination. He had, 
he said, found only 22 cases of true auto-hemagglutina- 
tion recorded. This case constituted the twenty- 
third and the first to be described in Ireland. 

Dr. W. D. O’KELLyY said he had tested very many 
sera for the Wassermann reaction, but had never 
encountered one which gave auto-agglutination. 

Dr. R. A. Q. O’MEaARA read papers on (1) the 
mechanism of the Voges-Proskauer reaction, and 
(2) a method of detecting acetylmethylearbinol 
formation by bacteria.—Dr. H. C. Drury described 
a case of thrombosis of the middle cerebral artery. 


HOSPITALS AND APPROVED SocieTies.—At the 
annual meeting of University College Hospital recently, 
when Prince George was elected President, Sir Herbert 
Samuel, the chairman, called attention to ‘‘the immense 
contribution which the voluntary hospitals are making 
towards the working of the National Health Insur- 
ance Act.” Last year over 2000 members of approved 
societies were treated at a cost of £22,000, towards which 
the societies contributed only a little more than £3000. 
Of 124 of these societies whose members were admitted to 
the hospital 44 contributed part of the cost and 80 contri- 
buted nothing. The hospital is greatly in need of accom- 
modation for paying patients. A beginning has been 
made by the provision of eight private wards in the Royal 
Ear Hospital, but further extensions are being delayed by 
lack of means. 
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REVIEWS AND NOTICES OF BOOKS 





Diseases of the Chest. | 
By W. J. Fenton, M.D., F.R.C.P., Consulting | 
Physician, Charing Cross Hospital; Physician, 
Hospital for Consumption and Diseases of the | 
Chest, Brompton; and L. 8. T. Burrett, M.D., 
F.R.C.P., Physician, Royal Free Hospital and 
Brompton Hospital. London: Jonathan Cape, 
Ltd. 1930. Pp. 384. 165s. 


THE writers of this book have had in view the | 
requirements of the general practitioner and senior | 
student and have endeavoured to make it as practical | 
as possible. It has been written mainly from the | 
clinical standpoint. They certainly deserve credit 
for having had the temerity to state in a text-book | 
that the physical signs which formerly constituted | 
the chief means of clinical investigation have acquired | 
an importance somewhat out of proportion to their 
actual value in view of modern and more precise 
methods of diagnosis. The physician who has access 
to all the methods now available for the diagnosis 


must form an essential part of the proper examination | 


of every chest case; he practises bronchoscopy and } 


thoracoscopy and has learned the proper use and | 
value of opaque oils in chest radiology. He does not | 
need to be told how slender may be the connexion | 
between physical signs and pathological facts. But | 
the student beginning his clinical work is still taught | 
to attach undue importance to slight variations in| 
physical signs and may waste time in cultivating | 
arts which have little practical bearing on the diagnosis | 


of disease. The practitioner it is true cannot expect 


to master the complicated technique required for | 
certain forms of investigation nor to be able to handle | 
instruments whose safe use must depend upon | 


specialised skill, but there is no reason why his atten- 


tion should not be directed to the limitations of older | 
methods and to the principles involved in the applica- | 
tion of the new. He should at any rate be in a| 
position to know when special methods are required | 
and how to interpret the information obtained from | 
them. Preliminary chapters give short accounts of the | 
anatomy of the chest, the respiratory mechanism, and | 
physical signs. The chronic and acute diseases of the | 
lung are described in 20 chapters, illustrated by | 
numerous well-selected radiograms. A further chapter | 
deals with rare and unusual conditions. The inclusion | 
of this is a good example of the common sense and | 
mental balance that characterise the teaching of | 
Dr. Burrell and Dr. Fenton. Nearly a third of the | 
book is devoted to pulmonary tuberculosis. 

The authors have endeavoured to compress a vast 
subject into a narrow space. On the whole they have | 
succeeded, but their work might be improved by | 
rearrangement in some places and by more explicit 
instructions for the guidance of the young prac- | 
titioner in others. Thus in the chapter on acute | 
lobar pneumonia, perhaps the most important one in | 
the book, much of the treatment is given under the 
heading of Diet, while the section headed Treatment 
is fragmentary. The recently qualified student 
called to a case of pneumonia and wishing to refresh 
his memory by consulting this text-book might depart 
to his case having missed the best part of the teaching 
Dr. Fenton and Dr. Burrell are so well qualified to 
give him. The sections on bronchiectasis and new 
growths are particularly goéd. The only serious | 
omission that we have noted is that of pulmonary | 
asbestosis from the chapter on pneumoconiosis. The 


value of the book to the young practitioner would 
be still further increased by the substitution of 
prescriptions set outin full for the recommendations 


| to use individual drugs. 





Primary Syphilis in the Female. 


By T. Anwyt Davies, M.D. Lond., Director of 
Whitechapel London County Council Clinic, and 
late Medical Officer in charge Venereal Depart- 
ment, St. Thomas’s Hospital. London: Humphrey 
Milford, Oxford University Press. 1931. Pp. 111. 
12s. 6d. ’ 


Tuts admirable work might well have a subtitle 


| ‘And other lesions of the vulva and cervix,’ since 


Dr. Davies does not confine himself wholly to primary 
syphilis. The book is small, and every page is packed 
with information of the greatest value, based on 
personal observation. Primary syphilitic infection 
in women has not before, in this country at any rate, 


| been subjected to detailed discussion, partl doubt 
of chest diseases knows that an X ray examination : - ee ee 


because facilities for intensive study and investiga- 
tion have only been available for the past 12 years 
or so. Therefore there has been a tendency in text- 
books on venereal disease or on gynecology to say 
that the primary syphilitic lesion is not frequently 
seen in women. Though from its relative painless- 
ness, a8 well as from its more concealed position, the 
presence of a chancre is more often ignored by women 
than can ever be the case with men patients, this 
circumstance should not serve as an excuse for its 
being missed during clinical examination. Dr. Anwyl 
Davies has seen 578 cases of primary syphilis in women, 
and is in a position to draw conclusions as to relative 
frequency in the situation of chancres. His insist- 
ence on the cervix as the commonest site of primary 
syphilis in women should stimulate all who make 
pelvic examination to more accurate diagnosis of 
** cervical erosions.” ? 

Among the non-syphilitic lesions dealt with we 
would direct attention to Dr. Davies’s page on 
condylomata acuminata, where he stresses the fact, 
not yet appreciated by some obstetricians, that in 
pregnancy this condition is frequently non-venereal. 
Trichomonas vaginitis as a cause of purulent vaginal 
discharge, sometimes associated with intolerable 
itching or with warts of the vulva, is also described. 
The bibliography is up to date and adequate, while 
the photographs and coloured plates demonstrate 
the clinical conditions in a helpful manner. 





Das Ulcusproblem im _ Lichte 
Réntgenforschung. 


By Dr. H. U. Atsrecut, Superintendent of the 
University Medical Clinic, Frankfurt A/M. Leipzig : 
Georg Thieme. 1930. Pp. 79. M.10. 


Many important questions in the nosology of 
ulceration of the upper intestinal tract are still matters 
of controversy. Even broad statistics, such as those 
of incidence and site ; the relative incidence of gastric 
and duodenal ulcer; the sex-incidence and the 
season fluctuation, vary considerably according to 
the standpoint from which they have been investi- 
gated. Statistics compiled by a clinician are com- 
promised by the uncertainty of his diagnosis; a 
surgeon only sees ulcers that come to operation, and 
the pathologist only those that come to post-mortem. 
Radiologists, on the other hand, are in a position 


moderner 
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to note all ulcers that give rise to clinical symptoms, 
and even to follow them through their course. A 
comprehensive statistical survey based on radiological 
findings has been made possible through the genius of 
workers—notably G. Forssell, H. H. Berg, and A. 
Akerlund—who have developed what they term the 
‘relief study ’’ of the intestinal mucosa; palpating 
with infinite care and thoroughness a amall quantity of 
opaque food into all the folds. Thia method allows 
the diagnosis and location of an ulcer with much more 
precision than has hitherto been possible, though 
the quite recent innovation (see THE Lancet, 1931, 
p. 371) which enables actual photographs to be taken 
within the stomach should in competent hands 
provide results of comparable accuracy. 

The work recorded in this book is partly a statistical 
study based on the investigation of 1527 cases, repre- 
senting all the patients who complained of gastric 
disorder during two years at the clinic of Frankfurt 
University. It shows definitely that the incidence of 
ulceration is very much higher than has been supposed, 
the percentage of this large group with visible 
ulceration being nearly 24. The statistics will be of 
great interest to all workers who have realised the 
inadequacy of the present data. It is particularly 
interesting to compare these figures with those of the 
latest operation results published by D. C. Balfour 
from last year’s work at the Mayo Clinic. The 
reproductions of radiograms, of which there are over 
100, admirably illustrate the possibilities of the 
method. The work would be improved by a table of 
contents and an index, and also by a little more sub- 
division, but the reader in search of statistics will 
easily find what he needs. 





Sixty Years of Health and Physick. 

By 8S. G. Buaxtanp Stusss and E. W. BLIGH. 

London: Sampson Low, Marston and Co., Ltd. 

1931. Pp. 253. 165s. 

THE authors here do not attempt to write an 
inclusive or categorical history of medicine ; they 
point out that this has been done in several directions, 
and done very well, and throughout their work 
they give cordial acknowledgment to Dr. Charles 
Singer, Dr. F. H. Garrison, Mr. W. H. S. Jones, 
Sir Clifford Allbutt, and many others, who have 
helped to make the long story familiar to us. In 
this book it has been attempted, and with real success, 
to give a picture of the progress of ideas from primitive 
magic to modern therapeutics as that picture is 
reflected in the course of internal medicine, and the 
rapid survey ends with a note on the great accomplish- 
ments which have accompanied the development of 
medical theories, as they maintain their force, while 
the legitimate aspirations which may be founded 
upon the conquests of the past are passed in review. 
Recalling the dullness of the conventional school 
history, with its catalogue of king-names, the authors 
point out that they have discarded this method as far 
as possible, although certain names must inevitably 
stand out in the record. Their aim has been 
rather to seize upon the prevalent ideas of each age of 
medicine, fostered as they have been by the leaders 
at one epoch, and illustrate their fate as they were 
handed on, to be expanded, reformed, or perhaps 
discarded by the leaders in succeeding epochs; but 
where great names occur the ideas for which they 
stand are demonstrated, and sometimes set down 
in the words of the protagonists. In this way we 
have displayed to us a chain of succceding intuitions 
with their deductions and sequences, and can see 
the interdependency of the links. 





The book is delightfully illustrated, the pictures 
being selected always as aids to the telling of the 
story, which story shows two main things. First, 
it proves that while disease is far older than man the 
quest for health is far younger—it is an ironical 
fact that the earliest type of man known, the ape-like 
Java man (Pithecanthropus erectus), suffered from 
exostosis of the thigh bone which is very well shown 
in the plate. The second message of the book is that 
while medicine has none the less a long record of its 
own, it is only in recent times that our outlook has 
been revolutionised for the better by the assignment 
of the first place in our efforts to prevention. Sir 
Humphry Rolleston in a brief preface says: “In 
tracing the evolution of ‘ physick’ from primitive 
magic to modern medicine the authors have success- 
fully brought out the importance of the preventive 
idea which should permeate the teaching, practice, 
and research of the medicine of the future.” 

The first ten chapters and Chapter XIX. were 
written by Mr. Stubbs and the remainder by 
Mr. Bligh, the literary labours being shared almost 
exactly between them. They can also share in the 
credit which the book will undoubtedly bring them. 





Indian Journal of Medical Research. 


In the current issue (Vol. XVIII., No. 3, January) 
J. A. Sinton continues his studies on malaria with 
special reference to treatment. In Part 14 he 
concludes that with a more prolonged course of treat- 
ment the permanent cure rate can be increased, but 
that the increase is not directly proportional to the 
duration of treatment or to the total amount of 
quinine given. The influence of the strain and 
virulence of the parasite in affecting cure is also 
considered. He concludes that seasonal effects are 
probably a factor influencing the mechanism of cure 
and relapse.—N. D. Kehar deals with aspects of 
the behaviour of cinchona alkaloids towa living 
cells, their penetration into colloidal gels receiving 
special consideration, as well as the effects of plas- 
moquine on the penetration of cinchona alkaloids.— 
H. N. Mukherjee and P. C. Gupta record a series of 
observations on the basal metabolism of Bengali 
Indians, and find that for young men the average is 
minus 13-3 per cent. (Aub and Dubois standards), 
a result possibly due to climatic and nutritional 
causes. pressure and vital capacity are also 
low.—K. K. Das contributes a note on the blood 
changes in filariasis, recording no marked fall in 
hemoglobin percentage or in the red blood-cells 
from the normal standard.—Several papers deal with 
Indian sandflies. J.A. Sinton describes the diagnostic 
characters and differential diagnosis of Phlebotomus 
eleanore and P. bailyi, while H. E. Shortt adds a 
note on the feeding habits of P. minutus, stating that 
it never feeds on man in Assam. These results are 
at variance with a recent paper by R. B. Lloyd and 
L. E. Napier on the Blood-Meal of Sandflies, 
investigated by means of Precipitin Antisera.— 
A new species of culicoides is described by S. Mukerji.— 
Several papers by D. C. Wilson deal with osteomalacia 
and late rickets, while R. McCarrison records further 
observations on stone.—S. Sunder Rao figures a new 
species of human microfilaria to which he gives the 
name of M. actoni. The embryos were of very small 
size, devoid of a sheath and allied to Acanthocheilonema 
perstans. Unfortunately the description was made 
on a single blood smear, the case being later lost sight 
of.—S. M. K. Mallick and M. L. Ahuja consider the 
incidence of brucella agglutinins in an average 
unselected Indian population, healthy and febrile 
cases both being examined. Positive reactions were 
found distributed between the two groups. The 
volume contains divers other papers amongst which 
may be mentioned one dealing with the rat-flea 
survey of the Madras Presidency, and another with the 
cocaine habit in India. 
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CLINICAL USE OF OVARIAN AND 
PITUITARY HORMONES. 


Ir is now some eight years since ALLEN and 
Dotsy published their original communication on 
the preparation of the ovarian follicular hormone, 
cestrin. Many other investigators were soon 
at work along similar lines, and it was not long 
before an active water-soluble extract was obtained. 
Thus it may seem a little surprising that the 
substance has not yet attained a definite place in 
clinical medicine. During the first year or two 
after its appearance on the market enthusiastic 
reports of its action were indeed forthcoming, 
but later such accounts were not so frequent, and 
nowadays but few successful cases are recorded. 
A recent paper by A. 8S. Parxss? shows clearly 
why treatment of this kind is not at present likely 
to be satisfactory. Experimenting with baboons 
whose cyclical changes had been stopped by 
odphorectomy, he was able by injection of cestrin 
to produce the vulval and peri-anal swelling 
which is characteristic of the follicular phase in 
these animals. But about 60,000-80,000 mouse 
units were required for this effect, and calculating 
on a basis of weight this would correspond to 
400,000 units for an adult woman weighing 50 kg. 
Such large amounts have never been available, 
and it is therefore not to be wondered at that 
in clinical practice little has been achieved, except 
perhaps where ovarian deficiency is very slight. 
The present position is illustrated by three papers 2 
lately published in this country. In the following 
table compiled from them the word positive 
indicates apparent response to the treatment and 
the dose is the total amount injected. 








N ‘umber of Cases and foe 
|; | 
| Prim lnea ndar 
_ | aanomeee Positive. | amener. | | Positive. | a 
| rhoea. rhea. | | ee. 
meet Vere Tr 8 ai oe 
Dodds and | 
Robertson . 32 |} 10 30 18 | 600-600 
} } rat units. 
Gardiner- Hill 
and Forest 7 1 37 20 | 30-500 
Smith lrat units. 





The cases chosen were for the most part those in 
which it appeared that the fault consisted in ovarian 
deficiency only. Where this was primary the 
results were not strikingly successful; where 
it was secondary they were more encouraging. 





1 Jour. Anat., 1931, Exv., 275. 

* Shaw, W.: es. Jour. Pharm. and ’Pharmacol., 1929, ii., 
, and Robertson, J. D.: THE LANCET, 1930, 

| and Smith, J. Forest: Ibid., 


1390 ; Garaines. Hill, 
Feb. 28th, 1931, p. 464. 











The range of dosage available was, of course, 
small in comparison with the very large figure 
mentioned above. 

The figure of 400,000 mouse units is the dose for 
subcutaneous injection, and if the cestrin were to 
be given by mouth an increase of at least ten times 
would be needed, making 4,000,000 in all. The 
exact relation between subcutaneous and oral 
dosage of cestrin is not, however, decided. 
E. Laquevur and co-workers in 1927 found that 
100 times the subcutaneous dose was necessary 
to produce cestrus when it was given by mouth, 
but some of the German workers_find that its 
oral efficacy depends on the activity of the prepara- 
tion ; for example, with one containing 8 million 
units to the gramme, 50 units are required to 
produce cestrus, whereas with one containing 
200,000 units to the gramme only 6 units are 
required. M. M. Marno ® lays stress on the import- 
ance of the vehicle used in administering the 
hormone. With an alcoholic solution, he says, 
the oral and subcutaneous doses were identical, 
and this is a result whose comfirmation will be 
awaited with interest. It is clear, however, that 
whether the oral dose is or is not equal to the 
subcutaneous dose, the quantity needed for 
human beings is so great that there is no immediate 
prospect of a sufficient supply being available and 
cheap enough to make cestrin medication generally 
practicable. 

As regards the anterior pituitary or placental 
hormones there is only one field in which incon- 
trovertible results have been obtained in clinical 
practice—namely, the Aschheim-Zondek test for 
pregnancy. Owing to the definiteness of the 
results the interest centred at first on the ovaries, 
and it is only latterly that the influence of these 
hormones on the male genitals has been studied. 
Most workers agree that the most striking effect 
of anterior pituitary treatment in the immature 
male is a stimulation of the growth of the seminal 
vesicles and prostate; the testes appear to be 
relatively little affected, at any rate as far as gross 
weight is concerned. In the female the anterior 
pituitary hormones act on the uterus and vagina 
through the ovary, and in an analogous way they 
act in the male through the testis, so that after 
castration they have no effect on the vesicles and 
prostate. Their action on the testis does not seem, 
however, to have been fully worked out. Some 
workers assert that these actually decrease in 
weight as a result of anterior pituitary treatment. 
Histologically the interstitial tissue is found to have 
undergone hypertrophy; in some parts the 
spermatic elements have suffered damage, in 
others no evidence of damage is seen and there 
may even be signs of partial stimulation, consisting 
in an increased production of spermatocytes, 
without an increased or premature production of 
spermatozoa. 

Further information on the action of hormones 
obtained from the urine of pregnancy is contained 
in a series of papers recently appearing in the 
Miinchener medizinische Wochenschrift. The third 


* Arch. d. Istit. Biochem. Ital., Nov., , 1930, Dp. 495 
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of these (Jan. 2nd, p. 19) deals with the influence 
of the follicle-ripening fraction (prolan A) upon 
the genitals of immature rats. In the male no 
stimulation of interstitial tissue was observed, 
and corresponding to this there was no growth of 
seminal vesicles or prostate. Using the unsplit 
prolan A-prolan B mixture a much greater degree 
of damage to the spermatic elements was noted, 
but the interstitial tissue was markedly hyper- 
trophied ; in this case the accessory organs were 
enlarged. It is interesting thus to note that the 
follicle-ripening hormone is, in the male, capable 
of bringing about a certain degree of maturation 
of spermatozoa, but appears to be unable to 
complete the process. This result was indeed 
reported in 1927 by SmirH and Encie* who 
found that while the interstitial tissue is hyper- 
trophied, spermatogenesis is not accelerated and 
there is sometimes actual damage to the spermatic 
elements. In the adult rat, however, B. P. 
Wiesner 5 was able to obtain renewal of spermato- 
genesis after this had almost ceased. There is 
therefore some other factor (or factors) concerned 
in the production of ripe spermatozoa which does 
not seem to arise in the anterior pituitary, or to 
be present in the urine of pregnancy. While it 
may appear that there is some foundation for 
a rejuvenation technique in the male by the use of 
anterior pituitary products, our knowledge is so 
narrow that at present their clinical use must be 
regarded as little more than guess-work. 


én 
~4 





A TUBERCULISED COMMUNITY. 


Vistrors to health resorts in the Alps where 
tuberculous patients foregather have often felt 
qualms about the risk of sojourning in such a 
community. Opinions have varied from the vague 
statement that Davos is a hotbed of infection to 
the categoric assurance that no death from tuber- 
culosis has ever occurred in any native of the 
valley. The local medical fraternity has generally 
been content with the placebo that whatever 
may be the risk of infection it is more than balanced 
by the immunity provided by the environment. 
Exact figures have been hard to come by, but we 
now have a remarkable study * of the tuber- 
culisation of a well-known Alpine station by a 
medical man with a peculiarly intimate knowledge 
of the facts; for as pastor in the valley he was 
acquainted with the domestic life of the inhabitants, 
and after taking his medical degree he practised 
as school doctor. As Arosa is his field of investiga- 
tion it may be wise at once to anticipate his 
conclusions by stating that, although evidence of 
tuberculisation is unquestionable, there has been 
nevertheless a death-rate from tuberculosis among 
the inhabitants scarcely one-half of that in other 
parts of Switzerland. The development of Arosa 
as a health resort makes any statistical analysis 

‘Smith, P. E.. and Engle, E. T.: Amer. Jour. Anat. 
xl., 19; Engle, E. T.: Anat. Rec., 1927, xliii., 187. 


* Edin. Med. Jour., 1929, xxxvii., 18. 


* Gahwyler, M.: Tuberkulosedurchseuchung, Monesattne on 
MortilitAt im Arosa, 1890- 1929, Beitr. z. Klin. der Tub., 
XXV 


» 1927, 





difficult. In 1850 it was an isolated village with a 
diminishing population, then numbering at most 
75. In 1884 came the first winter visitor. In 
1888, when there were 88 inhabitants, appeared 
the first publication of its value as a health resort. 
In 1893 occurred the first death from tuberculosis 
in a native. In 1900 there were 1071 inhabitants, 
and the first disinfection order was issued. In 
1910 the number of winter visitors first exceeded 
1000, in 1929 they numbered 3200, of whom one- 
half were there for winter sport. The inhabitants 
had then increased to 2931. 

Dr. GAHWYLER set himself to determine the 
tuberculisation by examining all the school- 
children by Moro’s inunction test. This he was 
unable to do until the autumn of 1929, as up till 
then one of his colleagues had expressed a doubt 
of the harmlessness of the test. As a matter of 
fact in the case of four children of 7-8 years there 
was a complaint of fever and loss of appetite, 
possibly associated with the test. Only six 
parents of the 233 children of all ages in the school 
refused to have their children tested ; six children 
had been at school less than a year and were not 
included. Of the remaining 221, 139 reacted, 
giving a percentage of 62-9 reactors ; 55-5 per cent. 
reacted already in their seventh year, compared with 
20 per cent. for Zurich school-children of the same 
age. Nosuch high figures are on record elsewhere ; 
those of Kiel approach most nearly. Analysing 
the results in three groups Dr. GAHWYLER found 
more positive results among those born in Arosa 
than immigrants. Two-thirds of the positives 
came from relatively well-to-do families. Tuber- 
culisation was twice as intense in the centre of 
the village as in the periphery. Children of the 
same family were in general all reactors, but there 
was an instructive case of five older children born 
while their parents were keeping a small pension 
who were positive, while a sixth child born after 
the parents were managing an hotel in which they 
had separate quarters was negative at 5 years of 
age. In another family all the older children 
were infected by an aunt; the youngest child born 
after her departure remained Moro-negative. In all 
these children clinical examination showed nothing 
unusual, About a quarter had enlarged glands, but 
a number of them were non-reactors. Xrayexamina- 
tion revealed no single case which Dr. GAHWYLER 
could interpret as early tuberculous infiltration ; 
all the shadows indicated infection which had taken 
place in the pre-school years. It is worthy of note 
that of all these children only two showed any 
signs of rickets and these had not spent their early 
years in Arosa. 

Turning to the actual illness produced by this 
frequent tuberculisation of the local children, 
Dr. GAHWYLER found most surprisingly that it 
accounted for little or no school absence. On 
the average at most one of the 200 school-children 
was absent during the year from any tuberculous 
disease ; at the present time it is a 13-year old 
girl with coxitis. Thus the morbidity in school age 
is practically nil. Nor could he find any school 
leaver who sickened with active tuberculosis in 
Arosa during the dangerous years from 15 to 25; 
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a single 18-year old girl was reported to have 
severe phthisis after going to live in Milan. On the 
other hand in the pre-school age the morbidity 
was definite. Between 1916 to 1925 he saw 
7 chjldren under 5 years of age with tuber- 
culous pneumonia, 12 with persistent bronchial 
gland inflammation, 2 with primary lung 
infiltration, and 1 each with otitis, keratitis, 
and cervical lymphoma. All these children are 
to-day quite well. It strikes Dr. GAHWYLER, as it 
will strike others, as remarkable that in spite of 
daily contact in the restricted space of a small 
boarding-house, often at the same table with cases 
of open tuberculosis, no single school-child became 
seriously ill. Good climate in itself can hardly 
account for this immunity. Possibly, he suggests, 
the high hemoglobin value may produce an 
individual immunity so that daily superinfection 
acts like a course of therapeutic tuberculin. The 
immunity may be further due to the intensive 
insolation, especially with ultra-violet rays, for in 
Arosa the school-children do not live the usual 
indoor winter life of the lowlands. The bodily 
hardening which certainly does not shield from 
infection seems to raise the level of the immunising 
forces after infection has occurred. 

Finally Dr. GAHWYLER comes to the mortality 
from tuberculosis among the children of those who 
were born or have settled permanently in Arosa. 
Before the valley became a health resort no native 
died of tubercle, but then of course there were few 
of them to die. In 1893 occurred the first death, 


being that of a 14-year old peasant girl who did a 
patient’s room in a neighbouring house. All the 
other 19 deaths in the 40 years 1890-1929 occurred 
in the families of those who settled in Arosa on 
account of tuberculous disease, although a certain 
number of deaths may also have occurred among 
those who married into the valley or worked there 


temporarily. For instance, three fatal cases 
occurred at a laundry. Of all these cases no single 
one died of chronic phthisis. Death was always the 
result of the primary infection or of the secondary 
stage of generalisation. Actually the deaths were 
certified as meningitis 11,; tuberculous pneu- 
monia, 5; renal tuberculosis, 2; pulmonary 
tuberculosis, 2. Five of the deaths were under one 
year, five from 2—5, five from 5-15, and five from 
15-30. - Stated as a proportion of the total number 
of settlers the result is 7-1 deaths from tuberculosis 
per 10,000 living, as compared with a figure of 
13-8 for Switzerland as a whole. This, as 
Dr. GAHWYLER remarks, is the more striking as 
Arosa has no tuberculosis dispensary ; doubtless 
every doctor makes it his duty to call attention 
to the dangers of infection, and the official school 
examination must have a similar educational 
effect. Of the nature of the infection when it 
occurs, Dr. GAHWYLER thinks we can no longer be 
sure. The seven intra-familial fatal cases he 
attributes to a superinfection occurring in the 
anergic phase of the primary stage. In other 
infections within and without the house the child 
has generally had time to develop its own immunity 
and allergy. Constitution plays the same réle as in 
the plains, and Dr. GAHWYLER emphasises again 





the fact that even the smallest child is exposed to 
fresh cold air for hours a day throughout the 
winter and thus lays up a store of health for the 
rest of life. 


& 
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THE OSTEOPATHY BILL. 


THE full text of the Registration and Regulation 
of Osteopathy Bill is now available; it will 
doubtless receive the careful attention of the 
medical profession. The “‘ practice of osteopathy ” 
is defined to ‘“‘include the performance of any 
such operation and the giving of any such treatment, 
advice, or attendance as is commonly given by 
osteopaths and any other necessary measures 
required for the efficient performance of osteo- 
pathy.” To decide what treatment is “‘ commonly 
given by osteopaths ’’ may be a matter of con- 
siderable controversy. If the proposed definition 
were to become law, it would seem that, provided 
that persons calling themselves osteopaths make 
a sufficiently vigorous invasion of the province 
of the surgeon and the medical practitioner, there 
is no form of surgical operation or medical treat- 
ment which will not be part of the practice of 
osteopathy. Clause 7 gives the registered osteopath 
most of the scanty privileges at present reserved 
for registered medical practitioners. Though the 
Bill apparently concedes no direct authorisation 
to prescribe and use drugs which come under 
the Dangerous Drugs Acts, it proposes to empower 
the registered osteopath to sue for his fees in a 
court of law, notwithstanding the existing restric- 
tions in Section 32 of the Medical Act. The Bill 
further proposes to allow him “‘ to sign certificates 
of birth and certify the cause of death and sign 
certificates of death, and, provided he is licensed 
as hereinafter provided, to administer anesthetics 
and perform minor operations.” In spite of the 
qualification that the operations are to be minor 
operations, and in spite of an imposing list of 
subjects and minimum hours of study therein 
scheduled to the Bill, Clause 7 seems to contemplate 
a remarkable range of practice for the osteopath, 
and a remarkable confidence in his powers of 
diagnosis. Not only is his position in the matters 
already mentioned to be thus equalised with that 
of the registered medical practitioner; in one 
respect it is to be made far superior. Under 
Clause 8 the registered osteopath is given a 
monopoly of practice in terms resembling those of 
Section 1 of the Dentists Act of 1921. At present, 
as registered medical practitioners know to their 
cost, persons who have duly qualified in the 
practice of medicine and surgery have no legal 
protection whatever against the invasion of such 
practice by the unqualified. If the new Bill were 
to pass into law, it would seem possible that 
duly qualified surgeons, while themselves having 
no monopoly as against the osteopathic invader, 
might actually be restricted in their use of certain 
forms of manipulative treatment because of the 
monopoly to be conferred upon osteopaths. The 
remaining clauses of the Bill have affinities with 
the legislation affecting medical practitioners, 
dentists, and veterinary surgeons. There is to be 
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an Osteopathic Board with various rule-making 
powers ; the Ministry of Health and the corre- 
sponding Scottish Department (which the Bill 
still calls the Scottish Board of Health) may 
appoint “representatives of science” as inde- 
pendent members of the Board, but such members 
must not be registered medical practitioners. 
Such liaison as exists under the Dentists Act 
between the General Medical Council and the 
practice and profession of registered dentists is, 
no doubt, deliberately avoided. There is the 
inevitable provision for existing osteopaths and 
the familiar power to erase names from the Register 
(subject, however, to appeal to the High Court) for 
felony or misdemeanour or for conduct deemed 
“ infamous or disgraceful in a professional respect.” 

The prospects of the Bill in Parliament may not 
be good, but perhaps enough has now been said 
to indicate that its contents demand considerable 
scrutiny. In February, 1926, on a private 





|Member’s motion calling attention to the spread 


of unqualified practice in medicine and surgery, 
the House of Commons discussed for a while the 
possible registration of manipulative practitioners. 
Mr. NEVILLE CHAMBERLAIN on that occasion 
observed that he thought we should be free to take 
advantage of the skill of any man, but he did not 
agree that osteopaths should be officially recognised. 
The memorandum prefaced to the Registration 
and Regulations of Osteopathy Bill describes 
the practice of osteopathy as “ a developing system 
of treatment of disease by manipulative methods.” 
The Bill’s proposals, as we mentioned in a previous 
article’ on its general policy, command some 
measure of support. The public may, however, 
think that this “developing system” should be 
allowed further time for development before an 
unusually complete degree of statutory recognition 
is conceded. nad 


1 THE LANCET, Feb. 28th, p. 479. 





ANNOTATIONS 





| Prof. 


DIET AND INFECTION. 


Edward Mellanby in his Hastings Lecture! 
| summarises clearly the results obtained by himself, his 


THERE is a widespread general belief that those | | colleagues, and others on the relation of vitamin A to 


who are lusty and well nourished are less likely to | infection. 


Young rats on a diet believed to be com- 


come to harm from infectious diseases than those | | plete except for vitamin A all die in a few months 
whose diet is deficient in quantity or injudicious in | from bacterial infections which particularly affect 


quality. 


this belief is founded, one finds that it would be | 


But if one tries to array the facts in which | mucous membranes and epithelium and are subacute 


or chronic in type. But there are, as he says, unex- 


difficult to defend the thesis as a general proposition | pected difficulties in making the clinical extension of 
against hostile criticism. On the one hand there is | these quite definite findings, though suggestive results 
such a plain fact as the substantial rise in the mortality | have been obtained in the prevention and treatment 
from tuberculosis in Europe towards the end of the | of puerperal sepsis and the treatment of pneumonia. 


war and in the succeeding years. 


It is usually, and | There are evidently some important truths about 


probably correctly, ascribed to the results of chronic | vitamins and resistance which will no doubt be 
underfeeding, quantitatively and qualitatively bad. | displayed by further experiment and observation. 


But it is impossible to be quite sure of the part played | 


by the nutritional state of the body in comparison | | described by Prof. W. W C. 
with the influence of the concomitant deterioration in | Greenwood, 


Of a different type are some experiments lately 
Topley, Prof. Major 


and Dr. Joyce Wilson? in which 


the standard of life—the shortage of soap and hot | B. aertrycke infection was introduced into populations 


water, the overcrowding due to shortage of fuel, the | 
mental depression and disappointment. And on the 
other hand we have the impression, supported to some | 
extent by statistics, that such a disease as influenza | 
falls on the well-fed healthy young at least as freely | 
as on the old sick and meagre Here again the data | 
are not altogether clear cut ; the aged, for example, | 
may escape a prevalent infection not because their | 


tissues are wasted and their metabolism is low, but 


because they have accumulated an effective immunity 
by infection or subinfections in the past. 
human infection in a broad sense is such a complex | 


And indeed | 


business that it is only under the most favourable | 


circumstances that we can really expect experience 
to give us a definite and final answer. It comprises 
at least three processes: access of the parasite to the 


body, entrance into the body, and interaction between | 


the parasite and the tissues. Underfeeding or bad 


feeding in man on such a scale as will yield adequate | 


data commonly involves all three considerations in 
varying proportions. Finally we have to accept the 


|}exposed to the chances of epidemics. 


of mice fed in different ways and the course of the 


| epidemics observed. The control mice received an 


abundant supply of whole oats, water, and pasteurised 
milk, the diet on which the stock is maintained. 
The experimental populations had wholemeal flour 
and casein with various addiments of butter and lard, 
and in one instance of a vitamin A concentrate made 
from liver. The control mice over a period of 60 days 
showed a significantly lower mortality than any of 
the other groups, and the group with vitamin A did 
as badly as any. Similarly fed groups were tested 
by the inoculation of B. aertrycke and no clear differ- 
ence in susceptibility was found. The influence of 
diet therefore seems to have been on the dispersion 
of the infection among the animals and on the entrance 
of the organism into the body, not on the reaction 
between organism and host. Further populations 
were given addiments of cabbage, mangolds, and 
carrots to. the normal diet of oats and milk, and 
Carrots 


definitely increased the mortality, mangolds probably 


prima facie inference that what is true of one infection | 


may not be true of all. 


Analysis must therefore be a | 


question of animal experiment and, emphasising as | 


much as we want to that such trials cannot by any | i 
means necessarily be transferred directly to human | 
experience, we welcome any attempts in this direction. | 





did the same, cabbage made no difference. From all 
of which no conclusions seem possible except that 
experimentation is difficult and that a natural diet 
is apt to have advantages over the most skilfully 





1 Brit. Med. Jour., Moxeh 21st, Suppl._ 
* Jour. Path. and Bact., 193 


1, xxxivy., 163. 
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compouhded substitute. But it is along these lines 
that progress may be expected, and we know enough 
now to see that “ relation of diet to infection ”’ is far 
too large and complex a matter to be the subject of 
experimental inquiry. Each case must be taken on 
its merits. Does a certain diet alter the resistance of 
a certain species of animal to a certain microbe 
administered to it in a certain way? And if it does, 
what phase of the process of infection is influenced ? 
The answer cannot be assumed to be true for 
any other than the prevailing conditions of the 
experiments. 





THE RHEUMATISM CLINIC. 


THE opening of the Red Cross Clinic in Peto-place 
nine months ago started a movement to establish a 
national scheme of rheumatism centres in industrial 
areas. The British Red Cross Society has now issued 
a pamphlet describing the organisation of the first 
clinic, with a view to the development of future 
clinics on lines of proved value. The Society urges 
that the clinic should, where possible, be associated 
with a general hospital ; the clinic must have a staff 
of specialists who will need room and equipment, and 
these are already available at a general hospital. 
Considerable expense is therefore saved in this way. 
The recommendations are based on a maximum of 
500 patients per day, 400 in the general block and 
100 in the private block, treatment to be given by 
appointment from 8.30 a.m. to 9.30 P.M. on six days 
a week. The best type of building seems to be a 
rectangle with a basement, a ground floor, and a 
first floor; the basement contains a gymnasium, 
X ray apparatus, canteen, laundry, bofler-house, and 
storerooms; the ground floor has admission rooms, 
rest rooms, waiting rooms, and hydrotherapy rooms ; 
while on the first floor are the administrative offices, 
consulting rooms, andelectrotherapy rooms. Theequip- 
ment at Peto-place includes Aix, Vichy, Plombiéres, 
and Scottish douche installations, shower, needle, 
aeration, whirlpool, teak and pool baths, hot air and 
vapour cabinets; diathermy machines; radiant 
heat, mercury vapour, carbon are and Kromayer 
lamps; Schnee baths, rhythmic myotrophs, infra- 
red tunnels, and galvanosets. 

The general administration follows that of the 
voluntary hospital. There is a large committee 
appointed by the Society, a house committee to deal 
with the building and its equipment and staff, and a 
medical committee which deals with treatment 
matters and makes medical appointments. The 
house committee acts through a secretary-superin- 
tendent, and includes in its membership the chairman 
and secretary of the medical board and the senior 
physician. Every patient has a thorough routine 
examination by the physician, aided by such specialists 
as he desires. A certain number of beds are essential 
for the debilitated and acute cases and those requiring 
more drastic forms of treatment. Research scholar- 
ships or grants should be available, and the staff 
should hold frequent conferences and clinical demon- 
strations. For a clinic of the size suggested there 
should be six physicians, each at the head of a unit 
containing a senior and three junior clinical assistants 
and a whole-time medical officer appointed initially 
for 12 months and allowed to undertake research. 
Each unit should hold two sessions weekly, some of 
them in the evening to encourage the attendance of 





—_ 7 

‘The Campaign against Rheumatism: Recommendations 
on How to Build, Equip, and Staff a Clinic for Treatment of 
Sa —— Brit. Red Cross Soc., 14, Grosvenor-crescent, 
S.W. p. 31. 








early cases. The Society urges the use of the appoint- 
ment system, each patient being seen in the order of 
his application, except those sent up by practitioners 
as urgent. Patients should only be seen when, sent 
by their doctors, with whom the staff should coéperate 
as much as possible. A suitable laboratory and a 
capable assistant should be provided for the bio- 
chemist and bacteriologist ; the radiologist should 
attend twice weekly, the dentist and oto-rhino- 
laryngologist once weekly, and the orthopedic 
surgeon and gynecologist once fortnightly. The 
majority of the nursing staff should hold the certi- 
ficate of the C.S.M.M.G. in massage, remedial exer- 
cises, and medical electricity and light, and some 
should have had a general nursing training. At 
Peto-place the staff for hydrotherapeutic treatment 
has the same professional status as that for other 
treatment, and it is desirable for masseuses in this 
department to hold all four qualifications. The 
nursing staff for a clinic of the size under discussion 
would be one matron, three sisters, six nurses, 53 
masseuses, and 17 masseurs, covering two daily shifts, 
with ten women attending for cleaning purposes 
from 6 a.M. to 9 A.M, The canteen buffet in the 
general waiting room needs two waitresses, a caterer, 
and a cook. Appointments are made by the almoner, 
and the minimum fee at Peto-place is 3s. per attend- 
ance, with special terms for deserving cases and 
members of approved societies. Private patients 
pay 10s. 6d. per attendance and two guineas for the 
first consultation, with extra fees for any special 
examination. The almoner attempts to deal with 
environmental conditions affecting the patient's 
illness and makes arrangement for any necessary 
home, convalescent, or spa treatment; she also 
undertakes follow-up work. The clinic of 500 patients 
per day would need three almoners; two admission 
clerks for new patients; two booking clerks for 
booking treatment appointments; two cashiers to 
receive payments and register attendances; two 
filing clerks to hand the patients their case-sheets 
and file relevant documents, and two typists. 

The pamphlet gives full details of the arrangements 
at Peto-place, and should be studied by any who are 
concerned in setting up a clinic of this kind. 





EXCRETION UROGRAPHY. 


Prof. A. von Lichtenberg, of Berlin, the originator 
both of instrumental and excretion urography, 
made the first announcement of his work on some 
new contrast substances at a meeting reported at 
p. 757 of our present issue. Certain advantages 
to be obtained with these new preparations, 
and especially with D40 (uroselectan B), formed 
the basis of his communication. He finds that 
with these substances it is possible to inject only 
one-fifth to three-fifths of the amount of iodine 
necessary in using the older substances, uroselectan 
and abrodil, and that the results obtained are more 
reliable and more rapidly produced. The toxicity 
of the new preparations is, be said, considerably 
less than that of the older ones, and the dosage 
smaller. Elimination occurs in } to 4 hour, where 
before it was delayed from 1 to 1} hours, but the 
concentration of the new substances in the urine is 
higher, resulting in better definition of the shadow. 
Prof. Lichtenberg emphasises the value of excretion 
urography in providing a physiological picture 
of ‘the secreting kidney and the ureters without 
the mechanical disadvantages of distension and 
irritation attendant on the instrumental method. 
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Where the secreting power of the kidney is damaged, 
the faintness or absence of the shadow produced 
by the excretory method gives an index of the degree 
of injury to the concentrating power of the kidney. 
There are other cases in which instrumental uro- 
graphy may fail, either wholly or in part, and in 
which the excretory method furnishes good visualisa- 
tion. In tuberculosis, for example, the presence 
of cystitis often precludes the use of the instru- 
mental method, while excretion urography can be 
used with safety. Physiological disturbances such 
as atony of the ureter following obstruction or 
infection, and anatomical variations such as ureteric 
kinking or fixation are shown by excretion with a 
certainty which the instrumental method cannot 
achieve. It is possible, moreover, to determine by 
excretion urography whether a much distended 
ureter is capable of emptying itself actively or not. 
Such an opportunity for the estimation of physio- 
logical function may have a bearing on the choice 
between conservative and extensive operations. In 
some cases—for example, where the ureter is occluded 
by stone or new growth—the instrumental approach 
to the kidney cannot be employed but excretion 
urography often gives a clear picture. Prof. Lichten- 
berg bases his conclusions on observation of more 
than 2000 cases, and his radiograms show the high 
degree of definition to be obtained by the use of the 
new contrast substances. 





ANASTOMOSIS OF NERVES. 


It is just over a hundred years since Flourens 
divided the two main nerves of the brachial plexus 
in the cock and united the central end of one with the 
peripheral end of the other, showing that the com- 
munication of impulses was perfectly re-established 
and crossed. Sir Charles Ballance has recently 
published ! an account of some experiments in which 
the central end of the cervical sympathetic nerve was 
anastomosed to the peripheral end of the facial 
nerve or hypoglossal nerve. His work was therefore 
the reverse of Langley’s. The sympathetic-facial 
anastomosis was done on six cats, two monkeys, and 
two dogs. Six months later the muscles of the face 
had recovered voluntary movement and responded 
to faradic stimulation, but when the sympathetic was 
exposed in the lower part of the neck the muscles of the 
face did not contract. When the anastomosis or the 
sympathetic proximal to it was stimulated, they did 
contract. It seemed possible that in some instances 
nerve-fibres had reunited the divided ends of the facial 
nerve. This certainly did not occur in all the experi- 
ments ; the predisposing factor was shortness of the 
trunk of the facial nerve. The failure of the faradic 
current to cause contraction when applied to the lower 
part of the sympathetic in the neck seemed to be due 
to the scar tissue which inevitably forms under the 
sterno-mastoid after the operation. Through this 
mass of scar tissue the impulse fails to pass, though 
a normal impulse originating in the central nervous 
system may succeed in getting through. In a 
typical experiment on the cat the first results are 
enophthalmos, small pupil, dribbling of saliva, and 
a flaccid paralysed face. After three months the 
face is symmetrical and the neuro-muscular 
mechanism is restored sufficiently to give reflex 
response to stroking the bristles. After four months 
there is no deformity at rest, but some inequality 
is visible when the animal eats. All the muscles 





respond well to faradic stimulation. In seven 
months recovery appears to be complete. When the 
sympathetic was joined to the hypoglossal in a cat and 
the animal examined three months after the operation, 
the operated half of the tongue was thinner and 
narrower than the other half and required a stronger 
faradic stimulation for response. In six months’ time 
the two halves were equal and moved together ; when 
the sympathetic was stimulated in the lower part of 
the neck, on the side of the anastomosis, a ripple of 
contraction passed along the tongue on that side. 
The usual signs of division of the cervical sympathetic 
persisted. There was much less scar tissue in this 
operation than in the other, and no reunion took 
place in the hypoglossal nerve. In another experiment 
the cervical sympathetic was joined to the descendens 
hypoglossi when the sterno-thyroid and _ sterno- 
hyoid recovered. 

These experiments seem to show definitely that the 
cervical sympathetic nerve is able to carry impulses 
to nerve-endings in striated muscle. The essential 
element in the neuro-muscular mechanism is not 
a particular group of fibres, but the central cells and 
the nerve-endings, and the route by which the 
impulses travel from one to the other is immaterial. 
Sir Charles Ballance thinks that on the whole his work 
supports the view that the anatomical and functional 
perfection of striated muscle depends on a dual 
innervation. 





CHOLESTEROL AS PRO-VITAMIN A. 


CAROTENE as the parent substance of vitamin A 
has received cpnsiderable attention, and as we pointed 
out last week the authenticity of the relationship has 
become increasingly probable. The claim by H. Seel 
and F. Dannmeyer that cholesterol can be the direct 
precursor of the vitamin nevertheless deserves con- 
sideration. The suggestion is not a new one. The 
possibility was examined several years ago by 
O. Rosenheim,! who noticed that the substance or 
mixture of substances (oxycholesterol of Lifschiitz) 
which is produced when cholesterol is oxidised gives 
the blue colour with arsenic trichloride reagent, 
which is characteristic of vitamin A. For various 
reasons Rosenheim abandoned the idea that oxy- 
cholesterol is, or contains, vitamin A. The blue pig- 
ment did not appear to be truly identical with that 
yielded by cod-liver oil; and when oxycholesterol 
was dissolved in natural animal or vegetable fats, 
the production of the blue colour reaction was totally 
inhibited, a peculiarity which appeared to establish 
a different identity for the two chromogenic sub- 
stances. Some biological experiments were made 
with Rosenheim’s material; the results were not 
entirely conclusive, but were deemed to be against 
the view that it possessed the properties of vitamin A. 
Other workers have obtained a similar negative result ; 
the only positive finding indeed is that of Seel, a full 
account of whose work with Dannmeyer, including a 
description of the animal experiments, is set out in 
two papers in Schmiedeberg’s Archiv fiir Experi- 
mentelle Pathologie und Pharmakologie.? In the earlier 
of these two papers a number of products of choles- 
terol and of sitosterol, both before and after their 
irradiation with ultra-violet light, were examined on 
rats for their power to prevent rickets (vitamin D) 
and xerophthalmia (vitamin A). These substances 
included cholesterol, cholesterol oxide, oxycholes- 
terol, sitosterol, oxysitosterol, and a number of 





1 Biochem. Jour., 1927, xxi., 386. a 
Arch. f. Exp. Path. u. Pharm., 1928, cxxxiii., 





$ Anastomnes is of Nerves, Arch. Neurol. and Psychiat., 1931, 
xxv., 1. 





* Seel, H.: . 
129; 1931, clix., 93. 
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others. Of these only the oxycholesterol, both before 
and after irradiation, prevented xerophthalmia, and 
only the cholesterol and oxycholesterol after irradia- 
tion prevented rickets. It is to be noted that the 
capacity to prevent or cure xerophthalmia is taken 
as the criterion of activity in vitamin A; very little 
evidence is adduced as to the presence of the growth- 
promoting function, a point which may be significant. 
In the first series of experiments, the materials were 
in ethereal solution, which was dropped upon the 
diet of the rats, in measured amount, and the ether 
allowed to evaporate. In the second paper, further 
experiments with oxycholesterol are described and 
also some comparative ones with a concentrate of 
the unsaponifiable fraction of shark (piked dog-fish) 
liver oil. The shark liver oil concentrate was potent 
in doses as small as 0-00001 mg., while the oxycholes- 
terol was not active in a dose below 0-01 mg., suggest. 
ing that the latter is a mixture of substances, of which 
the active part forms only a small fraction. A 
specimen of oxycholesterol, which was sent by Lif- 
schiitz, had an even lower biological value and only 
gave the antimony trichloride reaction very weakly. 

In this series of experiments the oxycholesterol 
was dissolved in olive oil for administration to the 
animals; in this solvent, in direct contrast with 
Rosenheim’s results, the blue colour reaction was 
produced and was not fugitive. Dissolved in cod- 
liver oil oxycholesterol gave a blue colour reaction, 
which was fugitive like that of the vitamin A native 
in the cod-liver oil. Seel attributes the impermanence 
of the blue colour, when produced in cod-liver oil, to 
some constituent of that oil, for he found that the 
more he purified vitamin A from other liver oil con- 
stituents the more permanent the colour became. 
The permanence or impermanence of the blue colour 
produced by the antimony trichloride reaction he 
regards therefore as not characteristic of the chromo- 
genic substance but as depending rather on the 
solvent medium. The spectroscopic examination of 
oxycholesterol was said to show the absorption band 
at 327 uu in the ultra-violet, which is regarded as 
characteristic of vitamin A; but the absorption 
spectrum in the visible part of the spectrum of the 
blue product of the antimony trichloride reaction is 
not described, so that the presence or absence of the 
characteristic absorption band at 610 wp is not 
established. Seel believes with Takahashi that the 
vitamin A formed on oxidising cholesterol is of a 
sterol nature, and that it is a very labile partial 
oxidation product of cholesterol. It would appear 
not impossible for vitamin A to be derivable both 
from a sterol and from carotene, but until this very 
interesting contribution has been fully confirmed 
further discussion of its implications can only be 
conjecture. 





ACCOUNTS OF AVERTIN FATALITIES. 


Ir is notoriously difficult to arrive at a true estimate 
of the death-rate for any one given anesthetic. 
The factors which play a part in the fatality are 
usually many, and their relative importance is often 
hard to determine. Moreover, adventitious circum- 
stances influence individual judgment so differently 
that even the death itself is variously interpreted ; 
one man will call it an “ anwsthetic death’’ where 
another would refuse to do so. Consequently we 
can place little value, generally speaking, on 
statistical inquiries into so-called anesthetic deaths. 
The justification for this eran Pe gaan g 2 we do 
not find shaken by Oscar Schuberth’s recent investiga- 


tion of the literature of deaths caused by avertin 





narcosis. He has collected accounts, some of them 
meagre to the point of uselessness, of 72 so-called 
avertin deaths. After examining the details he comes 
to the conclusion that “most cases mentioned as 
avertin deaths will thus, on critical examination, be 
found not to admit of such a classification. If the great 
number of avertin narcoses performed is taken into 
consideration the published cases of death are not 
more numerous than would justify a continued use of 
this narcotic.” Schuberth does not make any attempt 
to estimate the number of avertin administrations, 
of which the 72 cases might give a proportional death- 
rate. He decides that of these 72, 11 were, with 
certainty, real avertin deaths, and 3 others probably 
so. In the others avertin is not regarded as the 
responsible factor. 





DR. OLIVER GOLDSMITH, 


Oliver Goldsmith, like Keats and Smollett, is 
known as a qualified doctor, but of the famous trio 
Smollett was the only one who ever practised his 
profession, and, it seems, the only one about whose 
actual qualifications there is no doubt. Goldsmith 
has been reported to have failed to obtain a licence 
at Surgeons Hall, but there is some evidence now 
that he was M.D. Oxford ad eundem gradum. This 
fact has escaped the University records, but Sir 
William Osler discovered in a newspaper of the 
particular year, 1769, a note on the granting of the 
degree. An ad eundem degree is only conferred on 
those who already hold the same degree in a compar- 
able university, and the note went on to state that 
Goldsmith was the recipient of a medical degree 
from Trinity College, Dublin. This fact also goes 
without substantiation from the University, but it 
appears from other evidence that the degree was 
granted in absentia, possibly for medical work done 
on the continent. So it seems that Goldsmith may 
have been a qualified doctor, but his short attempts 
to exercise his profession were unsuccessful. 

A sketch of his life reaches us in the form of a 
communication made by Dr. J. N. Elliott Brown, of 
Toronto, to a local scientific society, in which the 
known facts are resumed and others are set out 
which will be novel to most readers. These make a 
vivid and attractive picture of a brilliant wayward 
man. Born of a gentle and absolutely improvident 
family, Goldsmith received a desultory education at 
Dublin University, learned French from some Catholic 
priests whose acquaintance he made casually, and 
finally presented himself before a bishop to be 
examined for Holy Orders. He failed to satisfy the 
prelate of his suitability for the office of clergyman, and 
decided to enter the profession of law, having found 
here a financial backer in the person of a good-natured 
uncle Contarine. This again proved a false start, at 
which point he became a medical student in Edinburgh. 
Dr. Brown supplies interesting notes on the careers 
and characters of the Edinburgh savants, and tells 
in detail the story of Goldsmith’s celebrated European 
tramp which lasted a year, and which, according to 
the traveller, included Leyden, Paris, Berne, Geneva, 
Milan, Florence, Venice, and Padua. ‘“ Goldsmith 
left Leyden on foot with a guinea,” says Dr. Brown, 
‘‘which he had borrowed, a shirt and a flute. His 
final objective was Padua, where the great Morgagni 
reigned supreme in the Italian medical world. It 
took Goldsmith ten months to reach his goal. Before 
starting he noticed some rare tulip bulbs in a shop, 
and recalling his good uncle Contarine’s love of 


? Acta Chir. Scand., 1931, Ixviii., 55. 
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flowers, bought a supply of the bulbs and forwarded 
them to him.” How many of the galaxy of eighteenth 
century physicians, physicists, and philosophers, who 
might have been met in such a wander-jahr, Gold- 
smith personally encountered is doubtful—certainly 
not all those whom he professed to have spoken with— 
but he seems to have included medical among his 
other experiences, even if his statement be not 
accepted that he received a medical degree at Padua. 

Dr. Brown describes a man, brilliant with tongue 
and pen, charming, humane, and learned, who 
possessed no characteristics that would make it 
likely that he would succeed in the practice of medicine 
and many that would have antagonised his professional 
chances. 


STREPTOCOCCAL INFECTION THROUGH MILK. 


THE cow is in some ways imperfectly fitted for her 
high calling. Her mammary glands are situated so 
far back that constant care is needed to keep them 
clean; she shares with mankind a number of 
important constitutional diseases such as tubercle ; 
and occasionally she acts as intermediary in the 
spread of human infections from one person to 
many. This last possibility—of the cow acting as a 
local vehicle for infection—is not nearly so well 
recognised as her other defects, but is well worth 
consideration, especially as it concerns the strepto- 
cocci. In the ’eighties much interest was aroused by 
Power's suggestion, fortified by Klein’s investiga- 
tions, that the human outbreak of scarlet fever at 
Hendon was due to scarlet fever in the cow. This 
conception was repudiated by the veterinary profes- 
sion and fell into disrepute and almost derision. On 
the other hand, between 1890 and 1910 a number of 
outbreaks of human sore-throat were reported which 
were undoubtedly spread by milk and which were 
often associated with a cow suffering from mastitis, 
whose removal from the herd stopped the outbreak. 
The puzzle was that bovine mastitis was very 
common while these outbreaks were distinctly rare. 
Investigating the problem for the Local Government 
Board in 1906-09, W. G. Savage satisfied himself 
that the ordinary type of bovine mastitis was harm- 
less to man but that the bovine type of streptococcus 
was not the only streptococcus responsible. From 
these experiments, aided by the known fact that 
rarely implantations of diphtheria bacilli occur on 
teats of cows, he advanced, in 1911, the view that 
while the ordinary bovine mastitis and teat lesions 
were harmless to man, occasionally there is a local 
infection with organisms of human origin. In such 
cases these human strains of streptococci may be 
decidedly prejudicial to man. Applying the same 
hypothesis to scarlet fever, and after a study of the 
original records, he considered the Hendon outbreak 
as not due to a constitutional disease, bovine scarlet 
fever, but due to a local infection of the cow with 
the organism of scarlet fever. 

Subsequent extensive work, mainly in America, 
has shown that this hypothesis is almost certainly 
true for angina outbreaks and is probably applicable 
to some milk-borne epidemics of scarlet fever. 
Bacteriologists in America and in England have 
devised valuable tests to distinguish between strepto- 
cocci of bovine type and those of human ancestry 
found in a bovine habitat. While these identification 
tests make it possible to ascribe with some precision 
the origin of a milk-borne outbreak due to strepto- 
cocci, they have brought to light some points 
of difficulty. For example, American workers 
—and now Minett and Stableforth in this country— 
have been able to identify the human pathogenic 











types of streptococci in the udders of certain cows 
without this fact being associated with human disease. 
At a discussion reported on p. 755 of this issue 
various possible explanations were suggested but none 
is as yet supported by convincing evidence. We 
also do not know the conditions under which these 
human types of streptococci infect the udder, but 
there is some evidence that teat or udder injury is 
an important factor. 

On the epidemiological side there are also unsolved 
problems. After about 1910 sore-throat outbreaks 
spread by milk stopped, or were not recorded, in 
Great Britain until the Hove outbreak in 1929. On 
the other hand, they were not recorded in U.S.A. 
until 1911, and have continued to be reported there 
up to the present time. We have no reliable data 
capable of explaining this curious distribution. 
Whatever may be the explanation it is interesting 
that the cow can under certain circumstances take 
to its bosom human streptococci possessed of patho- 
genic properties, and allow them to multiply and 
infect the milk in vast numbers. In Hove and 
Brighton there were over a thousand cases and more 
than sixty deaths. 


GLASGOW OBSTETRIC CONGRESS. 

THE eighth British Congress of Obstetrics and 
Gynecology will be held by invitation of the Glasgow 
Obstetrical and Gynecological Society in the Lister 
Memorial Lecture Hall of the Royal Infirmary, 
Glasgow, from Wednesday, April 22nd, to Friday, 
24th. The Congress is organised by three English, 
two Scottish, and two Irish societies ; on this occasion 
Dr. David Shannon will preside. The first day will be 
used to discuss the clinical and pathological features 
of ovarian tumours (excluding endometriomata), 
to be introduced by Prof. Blair Bell and Prof. 
Beckwith Whitehouse from the clinical side and 
Mr. T. G. Stevens from the pathological side. On 
Thursday morning Prof. 8. A. Gammeltoft, of Copen- 
hagen, will open the session with a paper on the 
teaching of obstetrics and gynzcology in Denmark, 
and Prof. H. Guggisberg, of Berne, will open the 
afternoon session (at the Anatomical Institute) by a 
paper on the conditions of life~and reproduction ; 
later Prof. T. H. Bryce will demonstrate the famous 
Hunterian collection in this institute. Friday after- 
noon will be devoted to visiting various hospitals 
in the city. There will be numerous individual con- 
tributions to the various sessions, and Dr. Alice J. 
Marshall is in charge of a special museum of patho- 
logical specimens. On the social side, members of 
the Congress will be received by the President and 
Mrs. Shannon at the College Club on Wednesday 
evening, and members will dine together at the 
Central Hotel on Thursday. On Saturday will be 
unveiled in the cemetery of St. Kentigern at Lanark 
the renovated tomb of Dr. William Smellie. The 
secretaries of the Congress are Prof. James Hendry, 
7, Clairmont-gardens, Glasgow, C.3, and Dr. John 
Hewitt, 16, Whitehill-street, Glasgow, E. 1. 





AT a meeting of the Royal College of Physicians of 
London on March 30th, Lord Dawson of Penn was 
elected President in succession to Sir John Rose 
Bradford. 





FISHING RIGHTS FOR HosPITaLs.—Mr. G. M. Leman, 
a retired schoolmaster residing at Kirkbythore, has presented 
to Cumberland Infirmary and Penrith Cottage Hospital, in 
equal shares, 28 acres of land on the River Eden together, 
with the appurtenant fishing rights. The land is situated 
on the Bolton side just opposite Kirkbythore. Mr. Leman 
has at the same time given £50 to Penrith Hospital. 
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SPECIAL ARTICLES 





THE PROBLEM OF THE MILK-SUPPLY. 


REVISION OF DESIGNATIONS. 


By Viscount ASTOR. 





I RECENTLY initiated a debate in the House of 
Lords on the milk-supply during the course of which | 
Lord Moynihan pointed to the injury caused by | 
tuberculous and contaminated milk. Every surgeon | 
could probably confirm this and give similar illustra- 
tions. But the misunderstanding created by his 
speech in agricultural circles shows how little that 
industry is ready to acknowledge the risks, and | 
therefore prepared to put matters right. On the) 
other hand, the difficulties of farmers and of legislators 
and administrators may not be realised in medical 
circles. As we need an instructed public opinion | 
before we can get progress I propose to outline | 
certain aspects of the problem which have not been 
fully dealt with in the articles and letters recently 
published in Tue Lancet, and to put forward 
suggestions for improving matters. 


WOEFUL UNDER-CONSUMPTION. 


Let me begin by summarising certain facts which 
are beyond dispute. In England there is a woeful 
under-consumption of liquid milk. Canadians drink 
twice as much per head, Americans thrice, Danes and 
Swedes six times as much as we do. There are whole 
streets in some of our industrial cities where not a 
drop of milk is purchased. Much of the surgical | 
tuberculosis is of bovine origin. Much infantile 
diarrhea in hot weather is attributable to stale, 
decomposing dirty milk. The dairy industry suffers | 
considerable financial losses through premature | 





| milk and reduce our imports. 


| ably safe. 


and large, grass and arable. Our dairy produce as 
sold off farms (1928-29) is estimated at £56,000,000, 
| our livestock at £78,600,000. This is far more valuable 
| than our wheat crop (£12,000,000), to stimulate which 
_ certain political and agricultural leaders contemplate 
| asking the overburdened taxpayer for a subsidy of 
£5,000,000 to £10,000,000. 


A CHAOTIC SITUATION. 


The milk situation is chaotic, muddled, unsatis- 
factory both for agriculture and for the welfare of 
the nation, particularly its children. 

National interests require that we should at least 
double our consumption of home produced liquid 
But national interest 
equally demands that our supply should be far safer 
than it is to-day. 

No “‘ government ” (used in its widest sense) could 
back a “ Drink more milk” publicity campaign, no 
Government could urge education authorities to get 
school-children drinking milk unless at the same time 
a guarantee could be given that the milk was reason- 
To-day such a general assurance could 
not be given. 

In the past—and to-day still—farmers have 
refused to admit the facts of the situation. Farmers 
are too apt to take up a short-sighted attitude. 
** Leave us alone, don’t stir up discussion about milk,” 
is often their cry. If the dairy industry were flourish- 
ing, if we were drinking as much milk as other nations, 
this attitude might be justifiable. But it is hopelessly 
unbusinesslike to-day when milk imports are rising 
and home sales are low. In 1914 in the House of 


| Commons I made the then novel suggestion that milk 
| should be graded and labelled according to its hygienic 


quality. The agricultural M.P.’s as well as Ministers 
representing the Local Government Board and Board 


souring. All of this is so in spite of a genuine | of Agriculture fell on me as a heretic and Philistine, 


improvement. 


The imports of: dairy products are increasing 80 | the best. 


insisting that there must be only one quality and that 
The result, of course, was that for years 


that they are worth (1928) £72,433,198, and represent | there was only one quality, and that the worst. 
the output of some 130,000 cows, whilst the imports | Gradually we have become more enlightened and for 


of dried and condensed milk alone represent the | some years now grading according to cleanliness has 
output of about 50,000 cows and are worth £5,500,000 | been recognised. The bacterial content and the 


to overseas producers. 
glutted milk market. There obviously cannot be an | 
over-production when there is such an under- | 
consumption of milk. 

And all the time we know that milk is an essential | 
food for children, and we ought to realise that at | 
present prices it is a cheap food. One quart of milk | 
costs 7d., whilst the following equivalents in food value 
to a quart of milk cost more—i.e., one pound of lean 
meat 1s. 2d., 10 eggs 1s. 8d., 2 lb. of cod fish 2s., 1 Ib. 
of chicken 2s. 6d. The experiments of Dr. H. C. 
Corry Mann and Dr. J. B. Orr prove that if school- 
children are given a daily ration of milk in addition 
to their usual meals, their height, weight, health, 


Yet farmers complain of a | tuberculin test are at last admitted to be as important 


as butter-fat content. 


THREEFOLD REMEDY. 


What, then, are the obstacles? What is wrong? 
and above all, what is required of the milk trade, of 
the legislature, of our administrators (national and 
local) to put things right ? 

Three things are needed. Firstly, a better milk 
supply; secondly, publicity; and thirdly, cheap milk. 
Adequate propaganda isimpossible until the commodity 
advertised is reasonably safe or at least until the 
public know which of the milks offered is safe and which 
is not safe. The price of milk can be reduced or 


spirits, and ability to use their brains increase. | if (as is possible) the steps taken to improve the 


Such a ration would mean a new market for milk 
producers worth £4,000,000. Even if provided free 
by the taxpayers it would cost £2,000,000 less than 
last year’s sugar-beet subsidy and be of far greater 
benefit both to agriculture and to the nation. 
Dairying and livestock should be made the corner- 
stones of British agriculture. We have the right 
climate, and are pre-eminent in livestock. Cows are 
found all over the country and gre not restricted to 
particular districts like wheat, sugar-beet, or hops. 
They are associated with all types of farming—small 








supply add to the cost then this reduction of cost 
(which must take time) should keep the price steady. 
Anyway I will not enlarge upon the steps required 
as they are mainly concerned with the industry 
itself. They include more up-to-date methods of 
feeding, management of land, of livestock, &c. 
The Ministry of Agriculture might also help con- 
siderably by providing free tuberculin testing for 
farmers who desired to rid their herds of reactors. 
The whole question of testing might be clarified and 
improved. Owners of herds often complain that 
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many veterinary surgeons were trained before the 
modern technique connected with this test was 
taught. They know also that the tuberculin on 
the market is not standardised and that as a result 
of all this tests are on occasions unreliable. 

But there is one aspect which I do desire to examine 
in detail in this article, one in which readers of THE 
LANCET can help to educate opinion and help to get 
a move on. THE LANCET of Dec. 13th, 1930, published 
a letter signed by Lord Dawson of Penn, Sir Thomas 
Horder, and other distinguished men. In that letter 
it was stated that there was ‘“‘a certain measure of 
confusion arising from the excessive number of grades.” 
On March 7th, 1931, THe LANCET published a most 
instructive article by Dr. W. G. Savage, M.O.H. 
of Somerset, in which he stated that in its practical 
operation the Milk and Dairies Order in rural districts 
was largely a dead letter; that much milk was heat- 
treated with no health objective, but as a trade 
practice ; that there was no obligation to disclose the 
fact that milk had been heated ; and that some milk 
was actually heated more than once before sale. 

Until the public (including medical men) know by 
the label it carries what the hygienic quality of any 
sample of milk offered for sale is we shall not get that 
increased consumption which is desirable in the 
interest of children, of adults, and of farmers. 


CONFUSING CLASSIFICATION. 


The whole classification of graded milk needs 
revision. It should be considered more in the 
interests of the consuming public and of the producers 
of clean milk and not so much in the interests of the 
producers of unsafe or dirty milk. There are too 
many official designations, particularly as these 
designations leave the bulk of milk unlabelled. 


There are now four official designations of raw milk 
and two of pasteurised milk—i.e., six altogether. 
In addition, vendors may add “ any old name ”’ (e.g., 
‘** Nursery,”’ “‘ Children’s,’ ‘“‘ Invalid ’’) to their milk, 
although it may be dirty or unsafe. 

Too many people have also assumed that by 


pasteurisation dirty, stale, or decomposing milk 
can be rendered fit for general consumption even 
by children. Whatis officially known as ‘‘ Pasteurised 
Milk’ may have been clean and fresh, or dirty and 
stale before it was pasteurised (i.e., no maximum 
bacterial count before pasteurisation is required). 
Filthy or old raw milk with a high bacterial count 
can never by mere pasteurisation be made into as 
good a class milk as reasonably clean raw milk. 
Then, too, at present a lot of milk which has been 
heated (but not properly pasteurised) is sold in London 
and other towns as raw milk. This deception 
discredits both raw and pasteurised milk. 

The present officially recognised designations of 
milk are: Certified Milk; Grade A (tuberculin 
tested); Grade A; Grade A _ (pasteurised) ; 
pasteurised. 

The number of grades should be reduced. The 
designations should also be simplified and should not 
mislead as they do now. For instance, most people 
to-day imagine that Grade A is the best grade of 
milk, whereas it is not even second, but is only the 
third grade. The designations are confusing. How 
can the ordinary buyer know which is best of the 
two grades “A., T.T.” and “ Certified’? ? What 
person going into a shop and being confronted with 
“AY” “A. T.T.” and “ Certified’? would know 
by these designations in what order of merit they 
should be placed? Simpler designations (e.g., 1, 2, 
or 3, or A, B, C) should be adopted. 





REVISION OF DESIGNATIONS. 


The present confusing classification tends to 
discredit the whole system of grading. Unless it 
be accurate it will not get public support or achieve 
its purpose, which is to let the public know what it is 
paying for. Until the public knows what it is buying 
the public will not buy as much asit should. Deceiv- 
ing the public by giving dirty milk a high-sounding 
name does not help the dairy industry. 

The present vendors of Grade A may kick if they 
are labelled B (or second Grade)—that is to say, if 
they are taken out of the apparently top class into 
which they have crept through a misleading designa- 
tion. But no scheme can be successful so long as it is 
inaccurate. In any case, there are to-day still only 
a relatively small number of vendors of graded milk— 
i.e., there are about 150 licensed to sell Certified milk ; 
190 licensed to sell Grade A (tuberculin tested) milk ; 
500 licensed to sell Grade A milk out of a total of 
well over 100,000 dairy farms. 

The longer we wait the more numerically powerful 
will the vested interests in existing designations 
become. The problem should be dealt with as 
soon as possible. But it is no good waiting for the 
irreconcilable vested interests to agree on a reclassifica- 
tion. Obviously they cannot do so. Yet it is the 
easy method hitherto adopted by badgered ministers 
and harassed officials to shelve the whole question. 

Classification would be simplified if each separate 
class or grade covered both raw and pasteurised 
milk—i.e., the top grade might include both a raw and 
a pasteurised milk. 

The importance of this is not always realised. If 
all pasteurised milk were lumped into one grade 
then the standard of cleanliness, &c., before pasteurisa- 
tion would have to be low. But dirt, manure 
(and the high bacterial count which follows its 
presence in raw milk) is not really desirable in a 
beverage even if it is rendered innocuous by subsequent 
pasteurisation. 

In America the tendency has been gradually to 
compel the pasteurisation of all the lower grades of 
milk. This took a long time to accomplish, 
because medical opinion was not at first -agreed 
as to the value of pasteurisation, public opinion 
had not been educated, and because the trade had 
not the necessary plant. 


LABELLING OF ALL MILK. 


Ideally, all milk sold should be officially labelled. 
Everyone would then know what he was buying. 
Fancy (unofficial) designations are often dishonest and 
misleading. It is only the labelling of ali milk that 
forces consumers to realise that there are differences in 
quality and to ask what the different designations 
mean. It is only the labelling of third-class milk as 
third-class that induces customers to ask for a higher 
grade, and so induces farmers to produce clean and 
safe instead of dirty and unsafe milk. Under such a 
system retailers are forced automatically to pass the 
pressure of customers on to the producers and to ask 
for first-class milk instead of second-class and for 
second instead of third-class. This is a cheaper 
and more effective way of obtaining improvement 
than by depending on a general inspection of farms 
though naturally some inspection is also needed. It 
may not be practical politics to label all milk now 
in the whole country, but the aim of the Government 
should be to carry such a policy as soon as possible 
(say in 10-15 years time). 

But farmers will resist the compulsory labelling 
of all milk unless they receive a higher price for the 





led. 
ing. 
and 
that 
8 in 
ions 
k as 
yher 
and 
ch & 
the 
ask 
for 
aper 
nent 
rms 
It 
now 
nent 
sible 


lling 
the 


THE LANCET, |] 





superior grades. To-day most of the milk would be 
in the lowest grade, and there is really no inducement 
to farmers to take the extra trouble and to put 
themselves to the extra expense of producing cleaner 
milk. It may be hard and costly to produce the top 
grade: it is relatively easy to raise one’s milk from 
the third to the second grade. Medical opinion 
can help by making the public realise (1) that 
milk is a very cheap food, (2) that clean and 
safe milk is worth a higher price than dirty 
milk, and (3) that this higher price will still 
give an- article whose nutritional value is cheap 
by comparison with eggs, beef, fish, &c. When the 
public is safeguarded more milk will be bought and 
real propaganda to induce people to drink more liquid 
milk can be embarked upon. 

The expenditure to-day on advertising milk is 
ridiculously low. £265,000 is spent annually in 
advertising in the press those patent foods of which 
milk is merely a constituent. £38,000 is spent on 
advertising preserved milk, but only £16,000 is spent 
on fresh milk! Everyone is informed from countless 
hoardings that a certain stout is good for him, but he 
is not told that milk is good (and better) for him or 
her and their child. 


THREE NEW GRADES. 


What, then, should be the new classification ? 
We should probably look forward to there being 
ultimately (say in 10-15 years time) only two grades. 
But it is not feasible to get this now. So the 
immediate classification must be such that it does 
not interfere with the ultimate goal. 

I think that at the outset there would have to be 
three grades. The top grade should be (humanly 
speaking) ‘‘ absolutely safe.’’ This top grade sets the 
standard for the lower groups. It is essential to 
have this grade even though the percentage of milk 
included in it is at first small compared with the total 
supply. The bacterial content of the raw milk in this 
grade must be sufficiently low to guarantee that the 


milk will keep sweet in summer. Probably nothing 


over 30,000 bacteria per c.cm. meets this requirement. 
This raw milk must also be bottled on the farm to 
prevent any chance of contamination. But this top 
grade should also include a pasteurised milk. This 
latter should be from milk which had always been 
clean, sweet, and fresh—i.e., it must never have had 
a high (? not over 200,000) bacterial count before 
pasteurisation and must be from physically examined 
(? tuberculin tested) cows. 

The second grade should be “reasonably good ” 
milk. The raw milk might have a maximum bacterial 
count of about 750,000 when delivered. It need not 
be bottled on the farm. Possibly after some years 
the raw milk belonging to this grade might be dropped 
as though reasonably safe (ie., from physically 
examined cows and with a relatively low count), it 
could not be absolutely guaranteed. If, however, it 
were from tuberculin-tested cows it might continue. 

The pasteurised milk in this second grade might 
have a maximum bacterial count of 50,000 when sold 
to consumers and 750,000 (or 1,000,000) before 
pasteurisation. 

The third grade would be milk which did not come 
up to the standards of either of these two grades. 
At first there would have to be raw milk in this 
third grade, but as soon as possible it should be all 
pasteurised. In time as the industry improved the 
whole of this third grade might be eliminated. For 
a time, however, it would certainly be a necessary 
group. 


NOTES FROM INDIA. 
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CONCLUSION. 


I have indicated what might happen in 10-15 years 
over the whole country after conditions had improved. 
Meantime I suggest that we should adopt the procedure 
associated with the development of public health, 
education, &c.—namely, to empower progressive 
local authorities to go ahead. After having revised 
the designations of milk on the lines discussed, 
Parliament should pass an Act empowering local 
authorities (county borough councils, borough 
councils, and perhaps urban district councils) to 
adopt model milk regulations. These regulations 
should enable local authorities to compel all milk 
sold within their area to be labelled in accordance 
with the official designations. The local authorities 
might also be empowered by the Order to require 
all milk offered for sale for delivery to consumers to 
be delivered in sealed vessels. 

Let me summarise the legislative and administra- 
tive steps on which the readers of THE LANCET in 
particular might concentrate: 1. Revise the designa- 
tions of milk. 2. Empower local authorities to compel 
all milk sold in their areas to be labelled. 3. Ten 
to fifteen years hence label all milk. 





NOTES FROM INDIA. 
(FROM OUR OWN CORRESPONDENT.) 


A MEDICAL POLICY. 


Dr. Jivraj N. Mehta, head of the large and well- 
equipped independent medical college in Bombay, is 
one of the leading figures of the medical profession 
in western India. He -recently addressed the 
Calcutta Branch of the Indian Medical Association 
on the question of evolving a medical policy for the 
country, and his views may be taken as representa- 
tive of a large section of Indian opinion. The subject 
matter of his address fell under five heads: the pro- 
vision of medical relief and its organisation ; medical 
education and the standard to be aimed at; medical 
registration ; research ; and public health. Dr. Mehta 
would cut down the existing government services, 
except in departments such as public health, where 
it is admitted that a government agency is essential. 
He quotes the practice of other countries, in which 
the great bulk of hospital work is carried on by 
voluntary agencies, and would like to see a great 
extension of the voluntary system in hospitals. In 
medical education he emphasises the desirability of 
providing real specialists, and complains of the 
existing system—which, however, is rapidly disappear- 
ing—of appointing service professors, who may or may 
not have specialised adequately in their subjects. 
He draws attention to the need of appointing full- 
time incumbents for such subjects as anatomy, 
physiology, and pathology. Here again in many 
cases action was taken in the government schools 
long ago. Reviewing the existence of two distinct 
classes of practitioners—graduates and licentiates— 
Dr. Mehta has come to the conclusion that it is not 
at present possible to maintain a uniform standard, 
and that for some time to come, at all events, it will 
be necessary to continue both types. But he is in 
favour of lengthening the course for licentiates, and 
of diminishing the gulf which at present exists between 
the two classes. He would also have a minimum 
standard for registration throughout the country. 
Dr. Mehta was a sharp critic of the General Medical 
Council in the controversy over the recognition of 
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Indian degrees. He sees no reason to modify his 
attitude now. He has never, he says, regretted the 
break, maintaining that relations, if they are ever to 
be resumed, should be on a basis of absolute equality 
and reciprocity. No one he contends should be 
allowed to hold an appointment in the civil or military 
medical services of the country, or as a ship’s surgeon, 
who does not possess a qualification which is regis- 
trable in India. The policy of establishing a central 
research institute in the hills, advocated by the 
Fletcher committee, he regards as entirely wrong; such 
a centre, he feels sure, should be located in a university 
centre. This view seems now likely to prevail. In 
preventive medicine he advocates a progressive line, 
including measures for the education of the public. 


THE POPPY PROBLEM. 


Ill-informed criticism of the attitude of the Govern- 
ment of India to the opium question makes it well 
occasionally to relate the great efforts and sacrifices 
which have been made. The campaign to put an 
end to poppy cultivation was inaugurated eleven 
years ago, and since then the Indian government have 
proceeded well in advance of the obligations imposed 
on them by international agreement. The total area 
under poppy cultivation has been reduced by more 
than 76 per cent. In 1925 a scheme was adopted to 
stop entirely, within a decade, the export of opium 
to the Far East. Exports to China had been dis- 
continued in 1914, and 1935 will see the last exports 
to other places. Exports to non-Asiatic countries 
have been prohibited, excepting to Great Britain for 
medical purposes. Drastic steps have also been 
taken to reduce the amount of opium consumed in 
India, and negotiations are being carried on with the 
Indian States, in order to induce them to fall into 
line with The Hague Convention policy. During the 
ten years preceding 1928-29 the amount of opium 
consumed in India had fallen from 459,177 to 277,053 
seers, and the area under poppy cultivation from 
207,000 to 48,000 acres. Opium smoking, which 
is the most formidable evil, has been systematically 
attacked, and in Assam has even been totally pro- 
hibited by law. There are of course difficulties in 
the way of total abolition. In some localities the 
unlanced pods of poppies are used; any general 
attempt to enforce total prohibition would increase 
the consumption of other drugs no less harmful. The 
Government of India, central and provincial, is to be 
congratulated on the progress made. 





PARIS. 


(FROM OUR OWN CORRESPONDENT. ) 





DANGERS OF COSMETIC SURGERY FOR THE 
SURGEON, 


A DRESSMAKER in Paris sought surgical help for 
excess of fatty tissue on her right leg. Dr. Dujarrier 
had her admitted to the Boucicault Hospital, where he 
did his best, by a plastic operation, to remedy the defect 
and charged no fee. The operation was followed by 
gangrene, and the right leg had to be amputated. 
Seeking material consolation for this tragedy, Madame 
Le Guen sued her would-be benefactor last year for 
half a million francs. She was awarded 200,000 
francs. This award was accompanied by the judicial 
rider that to undertake a really dangerous operation 
on @ healthy limb with the sole object of correcting 








dilemma. On March 2nd of this year this verdict 
came up for revision, and though it was not reversed 
altogether in Dr. Dujarrier’s favour, certain passages 
therein were emphatically disavowed. It was pointed 
out that the rider attached to the original verdict 
was nothing more nor less than a condemnation of 
all cosmetic surgery, and was contrary to the principles 
of liberty in the practice of surgery, It was held 
that the grounds for awarding damages against 
Dr, Dujarrier should be shifted. He was to blame 
because he had failed to give his patient clear warning 
of the serious risks she ran in undergoing the operation. 
Not only should the exact nature of the dangers of 
such an operation be explained to the prospective 
patient, but her consent thereto obtained in the 
light of thisexplanation. All this means that cosmetic 
surgery is not banned wholesale, as its devotees had 
good reason to fear it was by last year’s judgment, 
but the operator has to take more precautions than 
in an operation undertaken to benefit a patient’s 
bodily health. 


THE DOCTOR-DENTIST. 


At present there are two kinds of dentist in France 
—the doctor who has specialised in a school of 
stomatology, and the surgeon-dentist who has passed 
through a school of dentistry without qualifying as a 
medical practitioner. The legislation defining the 
status of these two classes dates from 1892, since 
when the evolution of dentistry and medicine has 
more and more emphasised the need for some reform. 
The doctor-dentist has felt that the surgeon-dentist 
should cease to exist as soon as a sufficient number 
of doctor-dentists was available. The surgeon- 
dentist, on the other hand, has insisted that dentistry 
should remain a discipline independent of the medical 


profession, and that his elimination would be pre--: 


judicial to the community. A commission was 
appointed, and in a communication by one of its 
members to the Académie de Médecine on March 3rd, 
it was recommended that dentistry should be incor- 
‘porated in the practice of medicine, due regard being 
paid to vested interests. This step should, in the 
opinion of the members of the commission, be con- 
sidered as anything but an act of injustice to dentists, 
for it would raisé their profession and social standing. 


MEDICAL EXAMINATION OF MOTOR DRIVERS. 


Last August the Minister for Public Works issued 
a new order, according to which would-be motor 
drivers of public vehicles were required to produce a 
certificate, signed by a doctor chosen by the authori- 
ties, stating that they were fit to drive public vehicles 
without danger to the public. At a meeting of the 
Commission on the Medical Examination of Chauffeurs 
on Feb. 24th of this year, it was proposed that last 
year’s order should be extended to all drivers of 
motors seating at least eight persons. In order that 
medical supervision should be continuous, it was 
farther recommended that the medical examination 
be repeated at least every other year in public motor 
services, and every year in private motor concerns 
not employing their chauffeurs continuously through- 
out the year. These recommendations were endorsed 
at a meeting of the Académie de Médecine on March 
10th. It is worth noting that the motor-bus and 
tram service of Paris has already organised a very 
complete system of psychological tests and of medical 
examination of applicants for work. These tests are 
repeated every other year for the first ten years, 
and then every third year. After the age of 50 a 
driver is examined every year—a mournful com- 





its outlines is to involve the surgeon in an indefensible 





mentary on his diminishing powers. 
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EDINBURGH. 
(FROM OUR OWN CORRESPONDENT. ) 





‘EDUCATION DEPARTMENT. 


Dr. John Jardine, formerly medical officer at 
the Scottish Education Department, has been 
promoted to be a principal assistant secretary. This 
is the first time in Scotland that such a post has 
been occupied by a medical man and the departure 
has been hailed with satisfaction. The Chief Secre- 
tary of the Department, Mr. W. W. McKechnie, is 
well known for his support of the health movement 
in schools. His work among the “special school” 
children in his inspectorate days and his service on 
departmental committees for delinquents, &c., have 
given him a wide basis of technical knowledge to 
work from. Dr. G. W. Simpson, from the medical 
staff of the Department of Health, succeeds Dr. 
Jardine as Inspector of Physical Education. The 
Education Department thus secures that school health 
administration and physical education shall be 
integral parts of a single medical system, which is 
worked in concert with the Department of Health. 


REFRESHER COURSE FOR HEALTH VISITORS. 

The Department of Health have issued their 
annual authority for refresher courses for heaith 
visitors. These courses are provided by the courtesy 
of the local authorities of Glasgow, Aberdeen, Edin- 


burgh, and Dundee, and they are held in the spring | 


and autumn at one of these centres in rotation. This 
year the spring course will be held in Glasgow from 
April 27th to May 7th. There will be nine well- 
filled days of study. The subjects include: housing 
in relation to childhood; treatment of infectious 
diseases ; toxemias of pregnancy and their preven- 
tion; administration of tuberculosis in relation to 








child welfare ; feeding of children; light treatment 
of tuberculosis; prevention of puerperal infection ; 
venereal disease in women and children; day 
nursery in housing schemes; common skin affec- 
tions; light treatment of mothers and children 
under five ; medical inspection of schools and medical 
treatment, demonstration at school clinics; dental 
care ; psychology of the child ; myopia in children ; 
and the child under the poor-law. This is a very 
comprehensive course and the medical men and 
women lecturers are all acting members of the 
municipal or voluntary institution staffs. The 
number of health visitors is limited to 30. The 
autumn course will be held in Aberdeen. 


UNDER-SECRETARIES OF STATE FOR SCOTLAND. 

Scotland has been fortunate in her Under- 
Secretaries. In the days of the Board of Health, 
Major Walter Elliot, as Under-Secretary, was Vice- 
President of the Board, and he had full scope for his 
wide knowledge of affairs in general and of medicine 
in particular. His successor in the first Labour 
Government was Mr. James Stewart, who died 
recently. Mr. Stewart had had over twenty years of 
administrative experience in poor-law work and 
public health in Glasgow. He showed not only an 
exceptional readiness in the official procedure of his 
office, but also a warm sympathy with medical work 
generally. Mr. Thomas Johnston, who has now been 
| appointed Lord Privy Seal, showed much energy in 
| his work as Under-Secretary and did a great deal to 
establish medical research in Scotland on a better 
| footing and to revive the housing movement. The 
| work under the new Slum Clearance and Housing 
Act is rapidly gathering speed. No doubt the 
| reorganisation of the local authorities has made it 
| difficult to maintain the pace in housing, but the 
| authorities are taking kindly to the ‘“ unit-system ” 
of housing grants. 
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STANDARD OF MIDWIVES IN LONDON. 


THE Midwives Acts Committee of the London 
County Council has been considering the general 
standard at present attained by midwives in London, 
especially in regard to antenatal work, in the light of 
comparisons drawn between the conditions obtaining 
in 1909, 1919, and 1929. The standard of the private 
midwife of to-day as compared with that of even 
ten years ago is found to be high, incomparably 
higher than that of 20 years ago. Present-day 
midwives are younger, more alert, better educated, 
more intelligent, and of broader outlook. In their 
dealings with one another they have a higher sense 
of honour and of professional etiquette. As yet few 
general trained nurses are acting as private midwives. 
Those who do usually combine a nursing home with 
their district practice. It is probable that the 
frequent night work, uncertain or complete absence 
of off-duty times, comparative loneliness among a 
class less educated than themselves, and the uncertain 
income are deterrents. The class that does enter is 
principally the lower middle class and better artisan 
type, with a sprinkling of more highly educated 
women who are probably attracted to the profession 
by the opportunities it gives for social work. The 
data for ascertaining whether the newly trained 
midwife tends to go into an institution rather than 
enter private practice are, it is said, insufficient. On 
the whole the better educated midwives and those 


| who are trained nurses are more frequently attached 
to institutions than to private practice. There does 
/not seem to be much difference in the ages of 
women in private practice and those working from 
institutions. 
| The causes of this very general improvement are 
'many and various. First of all the Midwives Act 
|of 1918 enjoined on the midwife the keeping of 
| some sort of elementary records of her cases, provided 
| for the payment of medical practitioners when called 
|in by the midwife, and compensated her for loss of 
practice through suspension to avoid spread of 
| infection. Changes in Section E of the Rules of the 
Central Midwives Board set a constantly higher 
standard and those who could not rise to this either 
| had to retire or were eventually taken off the roll. 
| Grants towards the education of pupil midwives, on 
condition that they undertook to practise as mid- 
| wives, were given from 1919 by the Board of Educa- 
|tion, and were later continued by the Ministry of 
|Health. For the improvement in the instruction 
| given by the midwife teacher much credit is due to 
| the Midwives Institute, which in 1918 held the first 
of a series of yearly refresher courses. From 1926 
the Institute has inaugurated examinations for 
bencnes The Council itself continued to arrange 
lectures for midwives by obstetricians at which actual 
‘eases were seen and examined, and it started later 
| antenatal demonstrations in hospitals and nursing 
| homes. In 1927 the period of training for the Centra 
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Midwives Board examination was extended from six 
to twelve months (except for trained nurses) and the 
curriculum was also somewhat extended. Further- 
more the campaign for the lessening of maternal 
mortality has undoubtedly had a beneficial effect on 
the midwife’s outlook while her fees have increased to 
from 16s. to 30s. in East London and from 30s. to 50s. 
in West London. Finally it is agreed that through- 
out the years there has been a growing feeling of 
professional pride, spread by intercourse through the 
Midwives Institute and through discussions following 
the Council’s lectures. The old jealousy and under- 
cutting in fees which kept midwives apart is now a 
thing of the past. 


LOCAL AUTHORITIES AND ADVICE ON 
BIRTH CONTROL. 


IN a memorandum (153/M.C.W.) issued to maternity 
and child welfare authorities the Minister of Health 
states that the Government have had under con- 
sideration the question of the use of institutions which 
are controlled by local authorities for the purpose of 
giving advice to women on contraceptive methods. 


USE OF EXISTING CENTRES. 

So far as maternity and child welfare centres 
(including antenatal centres) are concerned, these 
centres can properly deal only with expectant 
mothers, nursing mothers, and young children, and 
it is the view of the Government that it is not the 
function of the centres to give advice in regard to 
birth control and that their use for such a purpose 
would be likely to damage the proper work of the 
centres. At the same time the Government consider 
that, in cases where there are medical grounds for 
giving advice on contraceptive methods to married 
women in attendance at the centres, it may be given, 
but that such advice should be limited to cases where 
further pregnancy would be detrimental to health, 
and should be given at a separate session and under 
conditions such as will not disturb the normal and 
primary work of the centre. Accordingly any pro- 
posal for the use of these centres for giving birth 
control advice in other cases will not be sanctioned. 

SPECIAL CLINICS. 

Local authorities, it is stated, have no general 
power to establish birth control clinics as such, but 
under the Notification of Births (Extension) Act, 
1915, which enables local authorities to exercise the 
powers of the Public Health Acts for the purpose 
of the care of expectant mothers and nursing mothers, 
it may properly be held that birth control clinics 
can be provided for these limited classes of women. 
Having regard to the acute division of public opinion 
on the subject of birth control, the Government have 
decided that no departmental sanction which may 
be necessary to the establishment of such clinics for 
expectant and nursing mothers shall be given except 
on condition that contraceptive advice will be given 
only in cases where further pregnancy would be 
detrimental to health. 

Under the Public Health Acts, local authorities 
have power to provide clinics at which medical 
advice and treatment would be available for women 
suffering from gynecological conditions. But the 
enactments governing the provision of such clinics 
limit their availability to sick persons, and the 
Government have decided that any departmental 
sanction which may be necessary to the establishment 
of such clinics shall be given only on the following 
conditions: (1) that the clinics will be available only 
for women who are in need of medical advice and 
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treatment for gynecological conditions, and (2) that 
advice on contraceptive methods will be given only 
to married women who attend the clinics for such 
medical advice or treatment, and in whose cases 
pregnancy would be detrimental to health. 


MENTAL HOSPITAL REPORTS. 


THE GLENGALL HospiTrat at AYR always turns out 
its annual report with commendable promptitude. On 
Dec. 31st last it had 653 patients in residence ; half 
of the 200 cases admitted during the year were in a 
precarious condition, thus taxing the nursing and 
accommodation in the infirm wards to the utmost. 
The medical superintendent remarks on the curious 
anomaly whereby the old-age pension of a certified 
patient is not available for his maintenance. The 
recovery-rate was 28 per cent. and the death-rate 
13-2 per cent. No less than 22 men and 10 women 
succumbed to general paralysis during the year, while 
senile decay accounted for 21 per cent. of the deaths. 
The general health has been very good, the only 
infectious disease being one case of diphtheria in a 
laundry-maid. About four-fifths of the patients 
were actively employed, while 26 had parole beyond 
and 37 within the grounds. The visiting com- 
missioners remark on the neatness and orderliness 
of the patients despite the somewhat overcrowded 
condition of the institution. Four nurses and two 
attendants obtained their R.M.P.A. certificates during 
the year and 48 per cent. are now fully certificated. 


The ABERDEEN RoyAL MENTAL HOSPITAL’s report 
also appears promptly. There were 860 patients on the 
register on the last day of 1930, including 27 voluntary 
boarders. Exhaustion was a striking feature in many 
of the cases on admission. There was a recovery-rate 
of 21-71 per cent. and a death-rate of 5°66 per cent. 
The medical superintendent remarks that even now 
many cases that might have been cured earlier arrive 
at hospital too late for anything to be done. The 
general health was good. There was one case of 
dysentery. The dentist visited weekly and extracted 
532 teeth, filled 28 more, and fitted 19 dentures. 
The occupational therapy department is continuing 
its work with success and enthusiasm, and a number 
of patients work out of doors in the grounds. The new 
verandah is proving very satisfactory as a small 
sanatorium. A new nurses’ home-was opened in the 
summer and the directors have purchased a house for 
private patients suffering from early and nervous 
mental disorder. 


The RoyAL EDINBURGH HosPITAL at MORNINGSIDE is 
the third Scottish hospital to publish its annual report 
before the end of February. At the end of last year 
there, were 804 patients at the Royal Edinburgh 
Hospital and 13 out on trial; there were 57 in the 
associated nursing homes and 39 at the Jordanburn 
Nerve Hospital. During the year 349 new patients 
were seen at the out-patient clinic and the social 
service worker paid 492 visits. The medical super- 
intendent, in his address, describes the work that is 
now being done for mental health in Edinburgh. He 
characterises the trend of treatment to-day as 
‘* de-asylumisation’’ and ‘ hospitalisation.’’ He 
describes the university clinic for children, where 
behaviour problems of all kinds are studied; the 
out-patient clinics; the Jordanburn voluntary hos- 
pital; the social service house, and the teaching 
work at the university. During the last 12 years over 
£15,000 has been spent. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
MARCH 21sT, 1931. 
Notifications.—The following cases of infectious 
disease were notified during the week: Small-pox, 
219 (last week 171); scarlet fever, 1700; diphtheria, 
1045 ; enteric fever, 22; pneumonia, 2234 (last week 
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2039); puerperal fever, 49; puerperal pyrexia, 150 ; 














from enteric fever, 75 (1) from measles, 5 (0) from 
cerebro-spinal fever, 84 (last week 59); acute | scarlet fever, 59 (18) from whooping-cough, 32 (5) 
poliomyelitis, 3; encephalitis lethargica, 23; con- | from diphtheria, 73 (20) from diarrhoea and enteritis 
tinued fever, 1; dysentery, 14; ophthalmia neona- under two years, and 365 (44) from influenza. 
torum, 97. No case of cholera, plague, or typhus fever |The figures in parentheses are those for London 
was notified during the week. | itself. 

In the West Riding of Yorkshire 35 cases of cerebro-| Three death from meningococcal meningitis occurred 
spinal fever were reported as compared with 26, 28, 21, | in London, 1 each unde: oae year, from 2-5 and from 15-25 
41, 22, 12, 10, 5, 11, 5, and 5 in the previous weeks of the year | years. The deaths from typhoid were reported from West 
(working backwards). Of these, 7 occurred in four large Ham, Liverpool, and Sunderland. Twelve fatal cases 
towns, 18 in ten boroughs and urban districts, 10 in three | of measles were reported from Liverpool, 8 from Birmingham, 
rural districts. |6 from Newcastle-on-Tyne. Liverpool and Newcastle 

The number of cases in the Infectious Hospitals of the | each reported 6 deaths from whooping-cough, Manchester 5. 
London County Council on March 24th-25th was as follows : | Diphtheria claimed 5 victims et Liverpool, 8 at Birmingham. 
Small-pox, 231 under treatment, 10 under observation (last | Eleven deaths from diarrhoea were reported from Birming- 
week 192 and 2 respectively) ; scarlet fever, 1320; diphtheria, | ham, 8 from Stoke-on-Trent. The 321 fatal cases of influenza 
1735 ; enteric fever, 172; measles, 126; whooping-cough, | outside London are scattered over 86 great towns : 25 were 
438; puerperal fever, 33 (plus 15 babies); encephalitis | reported from Birmingham, 20.from Sheffield, 19 from 
lethargica, 121; poliomyelitis, 2; ‘‘ other diseases’ 182. | Manchester, 14 from Derby, 12 each from Bristol and Stoke- 
At St. Margaret’s Hospital there were 12 babies (plus 7 | on-Trent. 
mothers) with ophthalmia neonatorum, 


Deaths.—In the aggregate of great towns, including | 
London, there was no death from small-pox, 5 (2) 


The number of stillbirths notified during the week 
was 303 (corresponding to a rate of 43 per 1000 
births), including 51 in London. 








CORRESPONDENCK: 


APHTHOUS ULCERS. by the writer and still more gratefully by his 








r ; patients. 
To the Editor of Tue Lancer. I am, Sir, yours faithfully, 
Str,—Would you allow me to make use of your F. A. PHILLIPS. 


columns to inquire whether any of your readers can  _ Lower Sloane-street, S.W., March 30th, 1931. 
give me any really useful information as to the treat- 
ment, either local or general, of aphthous ulcers of the 





mouth ? These are commonly described as commencing CEREBRO-SPINAL FEVER. 
as vesicles, possibly herpetic in origin, which subse- . : 
quently break down to form the typical grey ulcer To the Editor of Tue Lancer. 


with undermined edges. However, they frequently Smr,—The statement in my letter to which Lieut.- 
seem to occur where the cheek is accidentally bitten. Colonel H. M. Perry refers was that it was lamentable 
I understand from a friend of mine, who is a patho- that at the present time type sera are not available in 
logist, that bacteriological investigation offers no this country either for diagnostic or for treatment 
help in the matter of type of infection. purposes. I had in mind the country in general, not 
These ulcers are extremely painful, and apparently | the Army in particular. I did however point out 
occur in children and adults or both sexes indis-| the great advance in the treatment of cases in the 
criminately. They do not seem to be associated | Army rendered possible by Dr. M. H. Gordon’s 
with infected tonsils, as is commonly stated, as many researches and the typing of the organisms. Colonel 
of the sufferers have apparently clean throats, and in| Perry makes no reference to the treatment of the 
many cases the tonsils have been previously removed. | disease by type sera. He simply states that type 
Dyspepsia is not evident in most cases. In women | sera had been available in the Army for the purposes 
they seem commonly to occur before the menstrual | of diagnosis. It would be interesting, therefore, ‘if 
period, and some patients, rightly or wrongly, | he would state (1) whether type sera have been avail- 
attribute their onset to taking an excess of sugar. | able for treatment for any of the cases which have 
They may become so frequent and numerous as to | occurred in the recent outbreaks in the Army ; (2) the 
make the wearing of dentures impossible, and every | types of -meningococci which were found in these 
meal becomes a ‘“ torture.” I know of a case where a | cases and the case-mortality. If the cases have only 
man has suffered from them more or less continuously | been treated with polyvalent serum, we should have 
for two years, in spite of a very large variety in | an excellent means of comparison of the results now 
treatment. obtained in the Army with those treated with 
Text-books do not: appear to be very illuminating: | univalent serum mentioned by Dr. Gordon in his 
Of local applications, glycerin and borax, potassium | letter of Feb. 28th. : . 
chlorate, Milton, chromic acid, tannin, iodine, alum, | I am, Sir, yours faithfully, 
silver nitrate, and the caustic stick all give some slight | A. H. G. Burton, 
degree of relief, but many of them are extremely) March 25th, 1931. 
painful and no one is completely successful. The one | oa 
most advocated is silver nitrate, but I have found that 
in many cases this only appears to Varn the ou MEDICAL OFFICERS IN THE AIR FORCE. 
of the ulcer. General treatment which has been trie - 
with little or no effect includes alkaline treatment for | To the Editor of Tue Lancer. 
acidosis, thyroid in half-grain doses, b.d., increasing,| Sir,—In your Parliamentary Correspondent’s short 
and Stabilarsan. I have heard of Atophan as being report last week (p. 733) of Mr. Montague’s remarks 
a useful thing for this complaint, but owing to | in the House of Commons on the deficiency of medical 
adverse reports upon its effect in certain patients I | officers in the Air Force there are two errors which 
have not used it. l | though apparently trifling in themselves give a wrong 
Any particulars of really effective treatment for | impression of the Service. In the report it is stated 
this complaint would be most gratefully received | that ‘“‘ the deficiency of regular medical officers was, 


Medical Officer of Health, Ilford. 
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in large part at any rate, made up by the employment 
of short-service officers on a commissioned or a civilian 
basis.” The word used was not “‘short-service ” 
but “‘ contract.” The regular officers comprise those 
holding short-service or permanent commissions. 
All enter on short-service commissions for three years 
(sometimes extendable to five) and a certain number 
are selected and appointed to permanent commissions 
during these years. The deficiency in numbers 
of these officers is partly made good by employing 
doctors either as commissioned officers on a yearly 
contract or civilians on a weekly contract. 

The other error is the introduction of the word 
“might”? in the fifth line from the end of Mr. 
Montague’s statement. Officers who remain after 
the expiration of the period of short service must 
all have been granted permanent commissions. 

I am, Sir, yours faithfully, 
J. McINtTYRE, 
Air Commodore ; Director of Medical 
Services. 


Air Ministry, Adastral House, Kingsway, W.C., 
March 30th. 1931, 





LACTATION v. IMPROVED GROWTH IN 
STOCK ALBINO RATS. 


To the Editor of THE LANCET. 


Srmr,—The article on the relative value of raw and 
heated milk in nutrition published by two of my 
colleagues in your issue of March 21st (p. 662) calls 
attention to the loss in nutritive value of milk after 
exposure to heat. These results may possibly throw 
some light on difficulties encountered in Yale Uni- 
versity and also by myself in rearing stock rats on 
diets containing dried whole milk. 

The American work was reported? by Smith and 
Anderson, who thus described a failure in lactation 
in albino rats receiving the following stock diet : 

A mixture of whole ground wheat two-thirds, dried whole 
milk one-third, calcium carbonate and sodium chloride 
each 1 per cent. of the weight of the wheat. Fresh 
lettuce was given daily and the lactating females received 
in addition 9 es of tested dried yeast per week. The 
dry ration is Tesed on diet B of Sherman, but differs in 
the smaller amount of sodium chloride and in the addition 
of calcium carbonate. [The females which manifested 
difficulties in lactation were almost all of the fifth generation 
on the stock diet.] Litters of the usual numbers of indivi- 
duals of normal size were born, but the young either starved 
to death or were killed by the mother. 


Smith and Bing had previously reported ? unusually 
rapid growth on the same diet. 

In early summer 1929 while reorganising the rat 
colony in the biochemical. department of the State 
School of Hygiene, Warsaw, I experienced very 
similar troubles. On a previous visit to American 
nutritional laboratories I had been impressed by the 
excellent growth and general performance of the rat 
colonies of Prof. H. M. Evans in Berkeley and of 
Prof. H. Steenbock in Madison, and decided to make 
use of a stock diet similar in composition to those 
used by the above investigators. The rats were 
albinos of Wistar origin, and descended from rats 
imported to Warsaw in 1923. At first the following 
diet identical in formula with the stock diet of Evans 
was used: whole ground wheat, 67:5 per cent. ; 
commercial casein, 15 per cent.; whole dried milk, 
10 per cent.; sodium chloride, 1 per cent. ; 
calcium carbonate, 1-5 per cent. ; butter fat, 5 per 
cent. The diet was supplemented with fresh lettuce. 
It gave excellent growth, quite as rapid as that 
described by Smith and Bing, but even in the second 





1 Science, 1929, , 98. 


generation females exhibited serious difficulties in 
lactation, the young either starving to death or being 
destroyed by the mother. This was the case with 
the majority of females, though some suckled their 
young successfully and here again very rapid growth 
could be observed in the third generation of young. 
An inclusion of 3 per cent. steamed dried ox liver 
replacing 3 per cent. of wheat did not improve the 
diet with respect to lactation. 
A different diet, based on that of Steenbock was 
then tried. The new diet had the following composi- 
tion: whole ground rye, 70 per cent. ; linseed cake, 
15 per cent. ; commercial casein, 6 per cent. ; butter 
fat, 5 per cent. ; steamed dried ox liver, 3 per cent. ; 
calcium carbonate, 0-5 per cent.; sodium chloride, 
0-5 per cent. To the above were added: 10 per cent. 
by weight of whole dried milk and fresh carrots, 
a slice per rat daily. The chief departures from the 
Steenbock diet are in the replacement of yellow maize 
by rye, the inclusion of dried ox liver instead of 
2 per cent. alfalfa and addition of the carrots, and 
also in the addition of 10 per cent. roller dried milk 
instead of the unlimited supply of fresh milk. Albino 
rats and also vigorous, black-hooded piebald rats of 
unknown ancestry were placed on the new diet. It 
gave very rapid growth in both strains of rats, several 
females exceeding 200 grammes on the sixtieth day 
of life, while in some instances males grew for two 
or three weeks at a rate of nearly 6 grammes a day. 
The lactation was not noticeably improved in the 
albinos, while in the piebald rats similar lactational 
troubles were manifested in the third generation. 

While these results lend support to the findings of 
Smith and Anderson, they also show that a diet 
prepared according to the same formula and giving 
very good results in one laboratory may fail to do 
so in another, probably owing to differences in the 
manufacture or composition of the foodstuffs used 
in compounding the ration. 

I am, Sir, yours is ee 

K. Kon. 


The National Institute for Research in PT Ne 
Shinfield, near Reading, March 21st, 1931. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE. 

THE following appointments are notified :—Surg. Comdrs. 
G. S. Harvey to President, f for special course of instruction 
at Cambridge, and to President, for Chemical Defence 
Experimental Station, Porton. 

Surg.-Lts. C. = Egan to Cardiff; T. W. Froggatt to 
Codrington; D. R. F. Bertram to Devonshire; and F. G. V. 
Scovell to Delhi 


ROYAL ARMY MEDICAL CORPS. 
Maj. G. K. Maurice, from the seconded list, retires on 
we, 7 pay and is granted the rank of Lt.-Col. 
L. R. H. Keatinge, from the seconded list, is restd. 
to “the estabt. 
Lt. J. C. Gilroy is granted the local rank of Capt., whilst 
employed with the Trans-Jordan Fron. Force. 


ARMY DENTAL CORPS. 
Lt. W. A. O. Roe, temp. Dental Surg. Gen. List, to be 


Lt. (on prob.). 
ROYAL AIR FORCE. 
Flight Lt. C. W. Coffey is granted a permanent com- 
mission in this rank. 














New Hospiran FOR MipHURST.—The governors 
of the Cottage Hospital at Midhurst are anxious to build 
a larger institution, and Lord Cowdray has offered a 
site, together with a gift of £3500. At the annual 
meeting it was stated that, including Lord Cowdray’s 
money gift, the sum of £5500 was in hand, leaving about 
£8000 to be raised. Every effort is to be made to secure 
the required sum before building operations are begun—it 





* Jour. Nutrition, 1938, i., 179. 





is hoped in two years’ time. 
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NOTES ON CURRENT TOPICS. 





| 
PHARMACY AND POISONS BILL. 


On Thursday, March 26th, the House of Lords | 
went into Committee on the Pharmacy and Poisons | 
Bill, the Earl of DONOUGHMORE in the chair. 


KEEPING OPEN SHOP FOR DISPENSING. 

Lord ASKWITH moved to insert after Clause 3 the 
following new Clause :— 

" -—({1) It shall be unlawful for any person unless 
he is an authorised person within the meaning of this Act 
to keep open shop for the dispensing of medicines. 

(2) An authorised person may keep open shop for’ the 
dispensing of medicines provided that such dispensing is 
performed by or under the supervision of a pharmacist. 

(3) Any person who shall keep open shop for the dis- 

pensing of medicines or who shall dispense a medicine in 
an open shop otherwise than in accordance with the pro- 
visions of this section shall be guilty of an offence under 
Part II of this Act.” 
He said great stress was laid by the Pharmaceutical 
Society and a great many other people on this new 
clause. Its object was to prevent anyone who was 
not an authorised person under the Act from keeping 
an open shop for the dispensing of medicines and 
medical prescriptions, and required an authorised 
person who kept an open shop to see that the 
dispensing was done by or under the supervision of a 
pharmacist. The clause did not interfere in the least 
with either the compounding of simple domestic 
medicines or with medical men. The important 
thing was to prevent irresponsible persons from 
trading in poisons and other drugs. 

Lord Ponsonspy (Chancellor of the Duchy of 
Lancaster) said that there were many parts of the 
country where there was no registered pharmacist 
in reach, and under such a clause many would be 
deprived from getting quite simple remedies from a 
doctor’s prescription. ‘The clause would also affect 
the position of dispensers holding certificates of the 
Society of Apothecaries, and the whole ex-Service 
class of army dispensers, none of whom could, if this 
clause were adopted, carry on the business for which 
they were quite well qualified. Such was the 
importance of this proposal that the Government 
had fully discussed it with representatives of the 
Royal College of Physicians, the General Medical | 
Council, the British Medical Association, and the 
Society of Apothecaries, who attended the conference 
which he had promised on the second reading of the 
Bill. That conference was held on March 20th. 
It was felt that there were very great difficulties, 
and much fuller investigation was needed. 

Viscount HEREFORD said the main object of the 
amendment was to ensure the same terms for the 
non-insured part of the population as the insured 
part got. 

Lord Ponsonsy said that under the National 
Health Insurance Act pharmacists could not charge 
what they liked for the medicines they supplied. 
Under the proposed amendment while they would 
be given a monopoly of dispensing there would be 
no restriction at all placed on the prices they might 
charge. He did not think the public would stand 
that. ; 

Lord ASKWITH said he would be quite ready to 
withdraw the amendment if Lord Ponsonby would 
give him a little hope, but the question was very 
acute. Perfectly unqualified persons sold poisons, 
and under this Bill it would be much easier for them 
to be obtained. 

The new clause was agreed to. 


THE AUTHORITY OF THE SECRETARY OF STATE. 
On Clause 15 (preparation of; list of poisons for 
purposes of the Act), 
Viscount BERTIE moved an amendment providing 


that the list of poisons should not be subject to the 
approval of the Secretary of State. He entreated 
their lordships not to be parties to an insidious 


| attempt to add to the strength of the ever-increasing 


stranglehold of Whitehall. 
Lord PonsonBy said that the Government thought 
that there should be the high authority of the Secretary 


| of State behind the decisions taken in regard to this 


| part of the Bill. 

| The Earl of HatsBpury said that he had had a 
conversation with Lord Dawson, who was not present 
that day; but he (Lord Halsbury) would suggest to 
Lord Ponsonby what he felt certain would meet 
with Lord Dawson’s approval, with whom it might 
be that other doctors did not agree. Their lordships 
must have a proper opportunity of considering the 
matter for themselves. The Poison Board was a 
body of experts who really knew their subject in a 
practical way, and they ought not to be overridden 
even by the Home Secretary. 

Lord COZENS-HARDY said the clause as it stood 
made the Poisons Board a purely advisory body. 
Science was playing an increasing part in the life 
of the country, and consequently in legislation, 
and the time had come to recognise that the ultimate 
wisdom did not necessarily reside in the Departmental 
advisers of the Government. He supported the 
amendment. 

The Earl of ONSLOw said it was most essential that 
the control of Parliament should be maintained over 
the actions of a Board which had legislative powers 
such as the Poisons Board would have. If Parliament 
abandoned the control which it now exercised through 
the Secretary of State it would be committing a great 
error. 

After further debate, 

Lord PONSONBY said there seemed to be a certain 
amount of misconception with regard to the particular 
power vested in the Home Secretary. The object 
aimed at was to see that every possible precaution 
was taken that this part of the Bill was properly 
administered. 

On a division the amendment was rejected by 
32 votes to 14. 


‘* NON-POISONOUS POISONS.”’ 


| Lord PHILLIMORE moved an amendment to enable 


the Poisons Board to schedule as poisons substances 
which were in no sense poisonous. He said he did 
not think the medical profession disputed that there 
were various substances which were not technically 
poisons but which could be used to have an equally 
deleterious affect. 

Lord PonsonBy said that if any substance was of 
|so potent a nature as to constitute a real danger to 
life the Poisons Board would have full powers to 
| schedule it asa poison. This was one of the questions 
which were considered by the medical profession at 
the conference at the Home Office, and everybody 
appreciated the importance of the point raised. 
On the second reading Lord Askwith had referred to 
such substances as toxins and thyroid extract, and 
had said that unless they were looked after they 
might grow stale and be poisonous. Under the 
Therapeutic Substances Act, 1925, there was express 
power given to prohibit the sale of such substances 
after the expiration of the prescribed period from 
the date of manufacture, but it might well be that 
there were therapeutic substances of so potent a 
character that they ought to be placed more or less 
on the same footing as poisons, and under similar 
control. It was agreed at the conference with the 
medical profession that if these substances could be 
shown to be dangerous to life when taken without 
due care they could be scheduled and placed on the 
poisons list. 

After further debate, 

Lord PonsonBy said that if there were words 
| which could make this matter more clear in the Bill 
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he would see that they were inserted at a later 


stage. 
“ine amendment was by leave withdrawn. 


OTHER AMENDMENTS, 


On Clause 16 (prohibitions and regulations with 

respect to sale of poisons), 

iscount HEREFORD moved an amendment to 
secure that when poisons were sold in chemists shops 
under Part II. of the Bill they should be sold under 
qualified supervision. f 

Lord PONSONBY accepted the amendment which 
was agreed to. 

Lord Cozens-HARDY moved an amendment to 
restrict the conditions in paragraph (1) Subsection (2) 
as to the sales of pharmacies, and to exempt medical 
men from their application altogether. So far as he 
could understand this rather complicated clause its 
affect would be that a doctor who was prescribing 
for an uninsured person would have to make certain 
records and keep a book which a doctor prescribing 
for the millions of insured persons would not have 
to do. It seemed an unnecessary task. 

Lord PoNsonBY said this amendment would really 
be going back on the present position, because the 
existing law in the Pharmacy Act, 1869, already 
réquired medicines prescribed by a doctor to a patient 
to be distinctly labelled with the name and address 
of the doctor, and the ingredients to be entered with 
the name of the person to whom they are supplied 
in a book to be kept by the doctor for the purpose. 
This point was discussed at the Home Office confer- 
ence, and on the whole the representatives of the 
medical profession preferred not to have any altera- 
tion in the present law. 

The amendment was negatived. 

Lord PONSONBY moved amendments which he 
said were intended to make it clear that subpara- 
graph (c) in paragraph (II.) of Subsection (3) did not 
apply to medical practitioners; and in the second 
place to relax the conditions as to the recording of 
details in a book in cases where the medicine supplied 
was a repeat. 

The amendments were agreed to. 

On Clause 17 (exemption with respect to sales 
wholesale and sales to certain persons), 

Lord PONSONBY moved two amendments. The 
first amendment specially exempted sales to a doctor 
from the general requirements of Clause 16. The 
second amendment proposed that sales by persons 
doing a substantial business in poisons or persons 
doing a substantial business in supplying poisons for 
use in industry should be exempt subject to rules 
made for the purpose with relation to use in trade 
or business. 

The amendments were agreed to. 

On Clause 24 (interpretation), 

The Earl of HALSBURY moved an amendment to 
provide that the word “ poison ”’ should be deemed 
to include any substance which in the opinion of the 
Poisons Board was dangerous if taken without 

medical supervision or prescription. He said he 
would not press the amendment if Lord Ponsonby 
would undertake to consider the matter before the 
Report stage. ; 

PONSONBY said he would be much obliged 
to the noble earl if he would leave the matter like 
that. He certainly intended to have this matter 
gone into very carefully, but he would point out 
that they had to steer.a rather difficult course, because 
they had the medical profession watching very 
closely, and they had to carry the medical profession 
with them as well. He did not hold out any hope 
that he would be able to make any drastic alteration, 
but he would certainly look into the matter. 


THE POISONS BOARD AND ITS CONSTITUTION, 


The amendment was by leave withdrawn. : 
On the first schedule (constitution of Poisons 


Board), 
The Earl of HAtsBpuRY moved to leave out the 





consist of 14 members, and that the Secretary of 
State may from time to time appoint additional 
members not exceeding four in all. He said that he 
was anxious to maintain the balance of the Board 
so that the majority vote would lie with the experts 
and not with Whitehall officials. Their lordships 
had thought fit to give complete and absolute control 
to the Secretary of State. y should they not have 
at least a Board which was controlled by experts ? 
A firm in Constantinople were employing nothing 
but research chemists in order to see if they could 
discover some veronal-medinal group. The Depart- 
mental Committee went out of their way to say 
something about that question. For lack of proper 
advice it might be that whatever this firm dis- 
covered would not be placed on the poisons list. 
There would be a long delay before the Poisons 
Board dealt with it, and eventually the drug manu- 
facturers would have something else up their sleeve 
to put on the market, and so the matter would go 
on. He urged that they ought to have on the Poisons 
Board somebody representing the Chemical Society 
who could advise as to whether any particular 
substance that came on the market should be put 
in the poisons schedule. 

Lord PONSONBY said the matter raised by the 
noble earl was important, but whatever political 
party the Home Secretary might belong to he might 
be trusted in these matters to act with the greatest 
care. It was not likely that any Home Secretary 
would appoint Tom, Dick, or Harry to the Board. 
The four additional members would not be officials. 
With regard to the medical profession the matter 
was discussed at the Conference at the Home Office, 
and it was agreed that there should be an additional 
representative of the medical profession nominated 
by the British Medical Association. The constitution 
of the Board as it stood in the Bill was satisfactory, 
and would meet what the noble lord felt to be 
necessary. 

The amendment was by leave withdrawn. 

The Committee stage of the Bill was concluded. 


YARMOUTH NAVAL HOSPITAL BILL. 


On Friday, March 27th, Mr. AMMoN (Parliamentary 
Secretary to the Admiralty) moved the second 
reading of the Yarmouth Naval Hospital Bill, which, 
he said, was non-controversial, and had passed 
through the House of Lords. It was urgently needed 
both by the Admiralty and the Ministry of Pensions. 
The main object of the Bill was to remove any doubt 
regarding the legal position of the hospital in which 
there were now accommodated mental patients. 

Mr. MACPHERSON opposed the Bill on the ground 
that it was an inroad into the rights and liberties of 
the subject. Unless there was a promise of radical 
amendment in Committee he would vote against the 
measure. 

Major TRYON said that the House was entitled to 
receive a good deal more information about the 
Bill. 

Mr. ERNEST BROWN moved the rejection of the 
Bill. 

Lieut.-Colonel FREMANTLE thought that the Bill 
ought to be passed as a provisional measure, subject 
to a full explanation that it was intended to improve 
the hospital in the interests of the patients. 

Mr. Ammon, replying to the debate, said that this 
hospital had always been a voluntary one. There 
was no question of compelling patients to go there 
against their will, or against the wish of their friends 
and relatives. 

The motion for rejection was withdrawn, and the 
Bill was read a second time and committed to a 
Committee of the whole House. The necessary 
money resolution was agreed to in Committee, 


COMPULSORY VACCINATION. 


In the House of Commons on March 30th 
Mr. Groves presented a Bill to repeal the law 





first paragraph which states that the Board shall 


relating to compulsory vaccination. 
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HOUSE OF COMMONS. 
WEDNESDAY, MARCH 25TH. 
Contagious Disease in the Navy. 


| Lieut.-Colonel FREMANTLE asked the First Lord of the 
Admiralty what reduction there had been in the incidence 
of contagious diseases in the Navy during the last six years ; 
and what steps were taken especially to bring entrants 
and lads in the training quatiidianasan under the influence 
of intensive and comprehensive educational schemes with 
a view to the prevention of such diseases.—Mr. AMMON 
replied : I presume that by ‘‘ contagious diseases ’”’ venereal 
diseases are referred to. The reduction (or increase) in the 
incidence of these diseases in the Navy, during the last 
six years, is set forth in the following table :— 


Incidence of Venereal Disease (Fresh Infections) for the 
years 1924-29. 








Wear No. of | Ratio per 1000 | Increase or decrease com- 
ntti cases. of strength. pared with previous year. 

1924 5987 68-32 10-19 decrease. 

1925 5412 60-16 8-16 - 

1926 5184 57°18 | 2-98 a 

1927 5341 57°28 0-10 increase. 

1928 5160 56-81 0-47 decrease. 

1929 


92 5342 61-94 | 5-13 increase. 





Comprehensive educational schemes are in force in the 
training establishments. In the general depots, all new 
entries réceive special instruction. In boys’ training estab- 
lishments, very special care is taken to ensure adequate and 
suitable instruction in sex hygiene. This instruction forms 
part of the general scheme of moral training, and is carried 
out, in close codperation, by the divisional executive officers, 
the chaplains and medical officers of the establishments 
concerned, Moreover, thorough instruction, especially with 
regard to venereal diseases and their dangers, is imparted 
to those boys before they are drafted to sea-going ships. 
Lieut.-Colonel FREMANTLE: Is it not a fact that the 
rate of reduction of these most serious diseases has cna 
during the last six years, and that the Admiralty are taking 
no special steps to deal with the situation ? 
Mr. AMMON: No, I think that the hon. Member will 
find that that is not quite borne out by the information. 
Lieut.-Colonel FREMANTLE: Are the Admiralty taking 
full steps to avail themselves of the offer of the British 
Social Hygiene Council to give them help which has been so 
useful elsewhere ? 
No further answer was given. 


Dead Children Found in Hong-Kong Streets. 


Mr. GRAHAM WHITE asked the Under-Secretary for the 
Colonies whether, seeing that an average of more than 
1300 bodies of dead children were peng up in the streets 
of Hong-Kong each year, he would call for a report from 
the governor of Hong-Kong as to what verdicts had been 
given at the inquests held upon these children; and what 
administrative steps were being taken to bring to trial 
those who were alleged to be responsible.—Dr. SHIELS 
replied : My noble friend inquired into this matter some 
little time ago. In a despatch dated May 22nd, 1930, the 
governor informed him that every abandoned corpse is 
removed to the public mortuary for post-mortem examina- 
tion, but in almost every case no cause is discovered for 
suspicion that the death resulted from other than natural 
causes. Every case is reported to the coroner, but the 
governor states that in no single instance in 1928 did the 
coroner see any necessity for a formal death inquiry. In 
the circumstances my noble friend does not propose to call 
for a further report of the nature suggested by the hon. 
Member. 

Mr. Waite asked Dr. Shiels whether, whatever might 
be the causes, he could not assure the House that some steps 
would be instituted which would put an end to a state of 
things which without exaggeration was appalling. 

Dr. Surets: I quite agree that it is very unsatisfactory. 
I understand that in the main these happenings are due, in 
some cases, to fear of inquiries as to infectious disease 
orders, and in other cases to save the expense of burial. 
My noble friend has gone into the matter and drawn the 
governor’s attention to it, and I believe that everything 
possible is being done. 


Maternal Mortality in India. 


Miss RATHBONE asked the Secretary for India the rate of 
maternal deaths per 1000 confinbments in British India 
during last year, or for the most recent year for which 
figures were available.—Mr. WrpGwoop BENN replied : 


Figures are not available for the whole of British India. 
But to take a few illustrative cases, the ratio of maternal 
deaths per 1000 live births in 1927 was 12 for Madras Town, 
and 5-3 for Madras Presidency; 5 for Bombay City and 
5-4 for the Presidency. When copies of the Public Health 
Commissioner’s Report for 1928 are received I will have one 
placed in the library. 

Miss RATHBONE asked if the right hon. gentleman had 
any reason to think that these figures could be complete 
in view of the statement of the representative of public 
health in Madras that 20,000 is a very moderate estimate 
of the number of maternal deaths ? 

Mr. BENN said he had given the official figures, which he 
had no doubt were accurate. : 


THURSDAY, MARCH 26TH, 
Abolition of Night Baking. 


Miss LEE asked the Home Secretary when it was pro- 
posed to proceed with legislation to abolish night baking.— 
Mr.‘ CLYNEs replied: It is the intention of the Government 
to deal with this matter in the Factories Bill. 


Convictions for Drunkenness. 


Captain CROOKSHANK asked the Home Secretary how 
many convictions for drunkenness there were in Carlisle 
in 1928, 1929, and 1930,—Mr. Ciynugs replied: The figures 
are shown in the annual volumes of licensing statistics, and 
for 1928 and 1929 were 60 and 56. The volume for 1930 
is not yet complete, but the figures may be given provision- 
ally for Carlisle as 84, 


Domiciliary Treatment of Sick Poor. 


Dr. HASTINGS asked the Minister of Health the number 
of local authorities that have, in accordance with the pro- 
visions of the Local Government Act, 1929, assigned to 
their public health committees the domiciliary treatment of 
the sick poor.—Miss SuSsAN LAWRENCE replied: Provision 
to this effect has been made in the administrative scheme of 
eight local authorities, 


Maternity and Child Welfare Services. 


Mr. Day asked the Minister of Health whether he could 
state the estimated total grant payable by his department 
during the present financial year towards maternity and 
child welfare services, giving the comparable figures for 
1928.—Miss SusAN LAWRENCE replied: I would remind 
my hon. friend that under the Local Government Act, 
1929, separate grants for maternity and child welfare ser- 
vices, other than the training of midwives and health 
visitors, ceased to be payable in respect of any year after 
the financial year 1929-30. The amount of the discontinued 
grant paid for these services during the year 1928-29 was 
£1,047,890, and this amount was included in determining 
the loss on account of grants under the Act. 


MONDAY, MARCH 30TH, 
Washington Convention. 


Sir T. Inskie asked the Prime Minister whether it had 
been decided by H.M. Government to ratify the Washington 
Hours Convention as it stood without any reservation, 
condition, or statutory interpretation —Mr. MAacDoNaLp 
replied : The Government’s policy is to ratify the Convention 
without reservation or condition, The Convention requires 
legislation to give it statutory effect, and the Hours of 
Industrial Employment Bill has accordingly been introduced. 


Hours of Industrial Employment. 


Sir T. Insxrp asked the Prime Minister whether it was 
proposed to take any further stages of the Hours of Industrial 
Employment Bill at an early date; and whether he could 
make any statement as to the obstacles which had prevented 
any progress with the Bill since its re-introduction last 
November.—Mr. MAcDoNALD: The Government proposes 
to take the further stages of the Hours of Industrial Employ- 
ment Bill at the earliest practicable date. The hon. and 
learned Member may be aware that pressure of other 
business has made it impossible hitherto to proceed with 


the Bill. 
Patent Medicines. 


Dr. HastinGs asked the Secretary to the Treasury whether 
he would order the reprinting of the Report of the Select 
Committee on Patent Medicines, 1914,.—Mr. Prraick- 
LAWRENCE (Financial Secretary to the Treasury): ‘The 
cheap edition of the report of the Select Committee on 
Patent Medicines, 1914, has been out of print for some years, 
and there is no evidence before me that there is a substantial 
demand to justify a reprint. The full edition, containing 





the proceedings and minutes of evidence, is still available. 
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Production of Opium. 


Mr. CAMPBELL asked the Home Secretary whether, at the 
conference to be convened by the League of Nations at 
Geneva next May on the limitation of the manufacture 
of dangerous drugs, the production and distribution of 
opium would be included in the purview of the conference. 
—Mr. SHort: No, Sir. The question of limiting the 
production of raw opium is outside the scope of the 


conference. 
Dumping of Refuse. 


Mr. Mitts asked the Minister of Health if he intended 
to bring in a Bill to put an end to the nuisance and annoyance 
caused by the dumping of house refuse by one sanitary 
authority in the area of another sanitary authority without 
the latter authority’s consent.—Miss LAWRENCE (Parlia- 
mentary Secretary to the Ministry of Health): It is not 
—— to bring in a Bill this session for dealing expressly 
with the dumping of refuse. I may say, however, that the 
Town and Country Planning Bill recently introduced will 
strengthen the hands of the planning authorities in pre- 
venting or controlling the use of land for such a purpose. 
Local authorities may also prevent nuisance if by-laws 
dealing with the disposal of refuse are made betimes and 
strictly enforced. 


Over Seven Years’ Cases. 


Sir F. Haut asked the Minister of Pensions the number 
of applications submitted from ex-Service men for pension 
since the decision of the Government to abolish the seven 

ears’ limit; the number of such applications which had 

mn admitted and pensions granted; and whether the 
Government would make a further notification of their 
decision in respect of the over seven years’ cases in order 
that ex-Service men might know that, notwithstanding 
the lapse of seven years, they might, if satisfied that they 
had good grounds, apply for disability pension.—Mr. HAaYEs 
replied that during the 15 months since November, 1929, 
some 22,800 applications had been received in respect of 
fresh disabilities, including an undetermined number of 
renewed applications. During the same period, 1210 cases 
had -been recognised by way of medical treatment or the 
award of compensation in the form of pension or other 

uniary grant. Full publicity had been given to the 
Decision referred to, which the Minister of Pensions had 
every reason to believe was well known, and a further 
announcement at the present time would, in his view, 
serve no useful purpose. 





MEDICINE AND THE LAW. 


The Christie Will Case. 


Lord Merrivale’s judgment in the lengthy and 
expensive litigation in the Christie case is an admirable 
illustration of the law of testamentary capacity. 
The law assumes the sanity of a testator and—at 
any rate until Miss Rathbone’s Wills and Intestacies 
(Family Maintenance) Bill is passed—places no 
restriction on his complete freedom of disposition. 
An eccentric will, or a harsh will which capriciously 
disinherits wife and children in violation of moral 
obligations, is not invalid provided that the testator 
has what lawyers call a “sound disposing mind.” 
Lord Merrivale has repeated with approval the 
observations of Chief Justice Cockburn in Banks v. 
Goodfellow in 1870. The testator must not only be 
able to understand that by his will he is distributing 
his property to one or more objects of his regard. 
He must also have capacity to comprehend and 
recollect the extent of his property and the nature of 
the claims of others whom by his will he is excluding 
from participation. It is essential that no disorder 
of the mind should poison his affections, pervert 
his sense of right or prevent the exercise of his natural 
faculties. No insane delusion must influence his 
intention in disposing of his property and bring about 
a disposition which, had the mind been sound, he 
would not have made. In Mr. Christie’s case the 
President found that the testator was a man of 
vigorous health and dominating personality until 
1914 when he suffered from pneumonia. In 1918 





he had a stroke; later, other attacks followed and 
his disability: increased. Speech became difficult ; 
it was limited to single words which were not easily 
produced. In June, 1924, he was certified as of 
unsound mind and was removed to a mental home 
though he was taken away soon afterwards. In 
August his wife was appointed receiver of the estate. 
There was local indignation and efforts were made to 
set aside the receivership order. The Lunacy Com- 
missioners sent visitors, so that considerable expert 
evidence was available later. In January, 1925, 
Mr. Christie made a will disinheriting his wife and 
son. The solicitor; who had taken his instructions, 
adopted the unusual but prudent course of causing 
four medical practitioners to be present at the execu- 
tion of the will. Two of the doctors witnessed the 
signature ; all four vouched that they were satisfied 
of his capacity. They had heard the will read over 
to him; they had been encouraged to ask questions 
and they had tested his knowledge of what he was 
doing. A number of local witnesses gave evidence 
at the trial that the squire, as they called him, was 
sane in spite of his aphasia, that they themselves 
always understood what he wished to say, that he 
in turn understood them, that he never said or did 
a foolish thing, that he was a shrewd judge of cattle, 
and so on. Lord Merrivale was evidently impressed 
by this evidence. It was not, he said, till he finally 
heard the evidence of the wife in the later stages of 
the trial that he doubted whether Mr. Christie had 
known and approved the contents of his 1925 will. 
After hearing her evidence the President found 
himself unable to be certain of the testator’s sound 
disposing mind ; the burden of proof rested upon the 
parties who were propounding the 1925 will; that 
burden was not discharged, and so Lord Merrivale 
pronounced against the 1925 will and in favour of 
an earlier will of 1901 under which the wife was made 
sole executrix and universal legatee. The President 
found that the testator, by reason of the progressive 
deterioration of the brain, due to arterio-sclerosis, 
was wholly insane and unaccountable for his actions 
in 1924. “I am satisfied that Mr. Christie was 
suffering from a progressive disease which affected 
his mental faculties ; it deprived him of the means of 
knowledge, of the scope of knowledge and of the 
capacity for judgment which were necessary to give 
him testamentary capacity. With regard to his 
wife and son, whom the will of 1925 was intended to 
dispossess, he had an insane delusion that they hated 
him.” This last sentence, we may assume, contained 
the crucial finding. A mere mistaken conclusion by 
the husband that his wife and son hated him would 
not have invalidated the will. But, in the language 
of Banks v. Goodfellow, disorder of the mind had 
poisoned the testator’s affection, perverted his sense 
of right, and prevented the exercise of his natural 
faculties. 

Medical practitioners who have the misfortune to 
be concerned in disputes of this nature will know the 
bitterness which can be reflected in forensic comment 
and cross-examination. It was suggested that the 
medical adviser on whom the wife had relied in the 
measures taken for Mr. Christie’s health, safety, and 
supervision, had been complacently ready to certify 
insanity without proper ground, and had assisted the 
wife to reduce her husband to a state of pitiful 
ignominy and hopelessness for her own mercenary 
ends. Lord Merrivale’s extensive judgment takes the 
opposite view. He makes it clear that the wife and 
doctor ‘‘were doing their best in circumstances of 
indescribable difficulty, and believed what they 
have since come here and said.” 
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MEDICAL NEWS 





University of Oxford. 
On March 28th the following degrees were conferred :— 


D.M.—D. G. Leys and R. Lewthwaite. 
B.M.—T. M. Davie, E. Harvey, and K. N. Irvine. 


Royal College of Physicians of London. 


At a meeting of the College on March 30th Lord Dawson 
of Penn was elected President. Sir John Rose Bradford, as 
retiring President, delivered the presidential address for 
the past year. 

Lord Dawson was appointed to represent the College at 
the forthcoming Centenary Celebrations of the University 
of Leeds on June 30th and July Ist, and Dr. William Hunter 
was nominated to represent the College at the forthcoming 
congress of the Universities of the Empire to be held in 
London and Edinburgh in July. 

The undermentioned diplomas were granted, jointly with 
the Royal College of Surgeons, to the following candidates :— 
Diploma in Tropical Medicine and Hygiene.—N. J. Abbenset 
Mohammad Akram, James Cairns, H. G. Calwell, C. P. Campion 
M. M-D. Chughtai, G. J. Clarke, Annie E.’Connan, Sonti 
Dakshinamurty, David Ellis, Mohamed El] Huseini, H. G. 
Floyd, J. R. Jensen, W. P. Jones, Rajmal Kasliwal,’ Ah Ma, 
T. T. Mackie, E. W. Martindell, Alexander Mearns, P. B. P. 
Mellows, Myrtle Noronha, Socrates Noronha, Muttukumaru 
congereget. D. W. Semmens, Saravanamuttu Thambiah, 
R. B. Wallace, Janet Welch, Ethel M. Weir, G. F. West, and 

W. A. Wilson. 

Di in Ophthalmic Medicine and Surgery.—Shaikh 
Atta-Ullah, B. P. Danard, H. D. Dastoor, T. E. Davies, John 
Foster, Dorothy Guest, James Hill, Herbert Kaitz, Mohanlal 
Kalra, J. G. Kshatri, Ivan Marais, G. R. Marcano, M. 8. Mehkri, 


H. G. Nimbalker, K. J. O’Day, V. P. Patel, F. G. Roberts, 
and A. L. Sutherland. 


The College will be closed from Friday, April 3rd, to 
Tuesday, April 7th, both days inclusive. 
University of Leeds. 


At recent examinations the following candidates were 
successful :-— 


M.D. 
8S. J. Hartfall (with distinction), J. C. Lamont, and W. A. D. 
Lawson. 


FINAL EXAMINATION FOR M.B., CH.B. 

Part I.—H. Agar, Doris B. Brown, H. Featherman, E. 
Gledhill, J. 8. Gourlay, Gwendolen Harrison, H. Hart, F. R. W- 
Helmsley, Ruth Hooton, E. James, M. Lask, J. Littlewood, 
I. Macpherson, J. Q. Mountain, I. Rosenberg, M. Rosenthal, 


* +L Russell, M. Shankhla, S. Strasburg, S. Suvi, and J. 
aylor. 


art II. (New Regulations).—J. E. Abell, P. R. Allison, E. L. 
Brittain, J. M. P. Clark, J. L. Coleman, F. B. T. T. Drake, 
J. Fielding, L. Glick, R. A. Hall, G. P. Holderness, J. M. 
Holmes, G. Hyman, G. Marquis, H. Mattison, M. R. Potter, 
L. J. Richmond, 8. Rosenbloom, N. Ross, J. Scholefield, B. 
Schroeder, P. Science, J. Shapiro, and F. R. Staub. 

Part III. (New Regs.)—P. R. Allison (First Class Honours), 
J. E. Abell, E. L. Brittain, J. M. P. Clark, J. L. Coleman, 
F. B. T. T. Drake, J. Fielding, R. A. Hall, G. P. Holderness, 
G. Marquis, M. R. Potter, L. J. Richmond, S. Rosenbloom, 
N. Ross, J. Scholefield, P. Science, J. Shapiro, and F. R. Staub. 

Part III. (Old Regs.)—J. Kak. 

FINAL EXAMINATION FOR B.CH.D. 

M. R. Hollings. 


FINAL EXAMINATION FOR L.D.S. 
I. Levey, A. B. Levie, Reca R. Lieberman, 8S. Slater, P. W. 
Thornton, and J. Todd. 
T.P.H. 
H. S. Carter and R. C. Holderness. 


University of London. 


At a meeting of the Senate on March 25th it was resolved 
to institute a university chair of experimental pathology 
tenable at the Cancer Hospital (Free). 


London Light and Electrical Clinic. 


At the annual general meeting of the British Humane 
Association recently held it was reported that the London 
Light and Electrical Clinic continues to be the main activity 
of the Association. There was an increase of 45,000 treat- 
ments over the previous year, and out of the 173,000 treat- 
ments administered some 5000 were given to people 
unable to afford any contribution. The Private Clinic has, 
it was stated, given satisfactory results and has fully justi- 
fied the experiment. Among the new features during the 
year has been the extension of the laboratory side of the 
work, and Sir Leonard Hill has been appointed hon. research 
director, with Dr. A. Eidinow to assist him. The use of 
the clinic as a training centre had been developed by the 
institution of post-graduate courses for doctors, and arrange- 
— are being made to appoint visiting physicians to the 
clinic, 


| University of Manchester. 


| At a recent examination for the Diploma in Public Health 
| (Part II) Dr. Elsie Catlow was successful. 


Fellowship of Medicine and Post-Graduate Medical 
| Association. 


| The annual general meeting of this association will be 
| held at 1, Wimpole-street, London, W., at 5.30 P.M., on 
| Monday, April 13th. 


Royal Navy Medical Club. 


The annual dinner of this club will take place at the 
Trocadero Restaurant, Piccadilly-circus, on Thursday, 
April 16th, at 7.30 for 8P.m. Members who wish to be 
present are asked to inform the hon. secretary at Queen 
Anne’s Chambers, Tothill-street, London, S.W.1, not 
later than seven clear days beforehand. 


Auxiliary R.A.M.C. Funds. 


The annual meeting of the members of the Auxiliary 
R.A.M.C. Funds will be held at 5 p.m. on Friday, April 17th, 
at 11, Chandos-street, Cavendish-square, W.1, when the 
annual report will be presented and the officers and committee 
for the current year elected. 


West London Medico-Chirurgical Society. 


The Cavendish lecture of this aw will be delivered 
on June 5th at the Kensington Town Hall by Prof. Julian 
Huxley, whose subject will be Development in Relation to 
Heredity and Evolution. The next meeting of the society 
will be at the De Vere Hotel, Kensington, on April 10th. 


Journées Médicales de Bruxelles. 


The eleventh meeting of this congress will be held at 

russels from June 20th to 24th under the presidency of 
Prof. Auguste Ley. It is dedicated to the memory of 
Fernand Widal. The secretary-general is Dr. Bouens, 
145, rue Belliard, Bruxelles, 


Medical Superintendents’ Society. 


The annual dinner was held at the Holborn Restaurant, 
London, on March 27th. Eighty-four members and guests 
sat down under the chairmanship of Dr. E. W. G. Masterman. 
Amongst the visitors were Sir Arthur Newsholme, Sir 
William Barber, Dr. John Tate, and Dr. J. A. H. Brincker, 
Dr. Allen Daley, and Dr. Letitia Fairfield, representing the 
headquarters medical staff of the London County Council. 
Sir Arthur Newsholme responded to the toast of “‘ The 
Visitors.”’ 


International Congress for Light. 


The Congrés International de la Lumiére will hold its 
second meeting from August 15th to 18th, 1932, at Copen- 
| hagen, under the presidency of Dr. A. Reyn. Its p 
| is to consider biological and biophysical research on light 
and light treatment. Any doctor or physicist may become 
| a member of the congress. The preliminary programme 
may be had from the secretary-general, Dr. A. Kissmeyer, 
Finsens Lysinstitut, Copenhagen. 


National Council for Mental Hygiene. 


The second biennial conference on mental health will 
| be held at the Central Hall, Westminster, from May 27th 
| to 29th. The subject of discussion will be the human 
factor as it affects international problems, crime, industry, 
| the social services, and education. The medical speakers 
| will include Sir Hubert Bond, Mr. C. J. Bond, Dr. H. 
Crichton-Miller, Lieut.-Colonel J. R. Lord, SirgDavid 
Munro, Dr. W. A. Potts, and Dr. F. ©. Shrubsall. 


Paying Patients. 


The scheme for paying patients at Sunderland hoyal 
Infirmary has been so successful that it is to be extended. 
In future the scheme will be open to single persons with 
one or more dependents wholly maintained by them and 
married couples without children under 16, up to £400 wd 
annum ; widows and widowers with a child or children under 
16, up to £400 per annum ; married couples with a child or 
children under 16, up to £500 per annum. By paying 
30s. per year, either half-yearly or yearly—and in the case of 
single persons between 16 and 21 years in receipt of less than 
£100 per annum, 20s. per year—those who join the scheme 
together with dependants under the age of 16 years will be 
entitled, after six months from payment of the first premium, 
to free hospital treatment, including physicians’ and 
surgeons’ services, in the private wards of the Infirmary.— 
A proposal to provide pay-beds in the Liverpool Maternity 
Hospital is under consideration. 
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A Guild of Gratitude. 


When the Royal Eye Hospital, Waterloo-road, S.E., was 
in a serious financial position some years ago the patients 
formed themselves into a Guild of Gratitude to raise money 
for its assistance. At the annual meeting of the guild 
recently it was reported that during the past 12 months the 
membership had increased from 16,000 to over 22,000, and 
that £995 was subscribed, making a total from the beginning 
of £3605. More than £75 has been given in farthings. 


Violet Melchett Infant Welfare Centre. 


The Queen last week opened the Violet Melchett Infant 
Welfare Centre in Wellington-street, Chelsea, founded by 
the late Lord Melchett, who bought the site and provided 
£43,000 for the erection of the model building. The centre 
at present stands alone in its features and is the largest 
benefaction of its kind yet made in England. The building 
comprises a day nursery accommodating 50, where children 
may be left for a shilling a day, a mothercraft training 
home, and an infant welfare centre. The central hall is 
used for welfare consultations, and the staff consists of 
matron, sister, three staff nurses, and 13 pupil nurses. 


Manfield Orthopedic Hospital. 


The report for 1930 of this Northampton hospital states 
that the institution has constantly been full to overflowing, 
the whole of its 128 beds being always occupied. During 
the year 243 patients were admitted, and 1368 persons 
attended the out-patient clinics. When the hospital was 
founded in 1925 there were 358 cripples on the register of 
the Northampton and County Crippled Children’s Fund. 
Since then, 1284 new cases have been entered, and at the 
end of 1930 there were 1212 patients on the clinic registers. 
There is no adequate accommodation for dealing with an 
epidemic, and an isolation ward is also needed so that 
cases of infantile paralysis can be admitted in the acute 
infectious stage. 


Enlargement of Nottingham General Hospital. 

Lord Moynihan last week opened a new children’s ward 
and a new theatre which have been added to this institution, 
at’ the cost of Mr. W. G. Player and Sir Louis Pearson 
respectively. Lord Moynihan, who made a_ vigorous 
defence of the voluntary hospitals which, he said, were 
creating more than 1000 new beds every year and were 
rather more than paying their way, expressed a strong 
desire for the addition of a medical school to the hospital. 
Mental After-Care Association. 

The annual meeting of this association was held in London 
on March 25th, with Lord Wakefield, the President, in the 
chair. Dr. Reginald Worth was elected chairman of the 
Council in the place of Sir Maurice Craig. who has resigned. 
In presenting the annual report Dr. Worth stated that the 
council was anxious to enlarge the work of the association 
by widening its activities until after-care work is established 
in connexion with every mental hospital in the kingdom. 
Already work is done in direct codperation with one hundred 
mental hospitals, which represent more than half the 
mental hospitals in England and Wales. During the past 
year 410 patients were referred to the association for early 
treatment, in the preceding year the number was 161. 
Cottage homes are provided for both early care and after 
cases, and assistance is also given in re-establishing recovered 
patients in ordinary life, finding suitable occupation for 
them, helping them with outfits, tools, and money until 
they can be set upon their feet again as useful members of 
society. 


Royal Interest in Hospitals. : 


On Tuesday, last week, the Duchess of York opened a new 
ward, named after Princess Elizabeth, in the Queen’s 
Hospital for Children, Hackney-road, Bethnal Green. 
Accommodation is provided for 26 children, and it is now, 
for the first time, possible to segregate children under the 
age of 5; rooms have been provided for the reception of 
three nursing mothers. The ward has been built by a 

ant of nearly £9000 from the balance of the Children’s 

ewel Fund of £60,000 raised by gifts of jewellery to relieve 
the sufferings of children during the war. The largest 
contribution to that fund was a string of pearls from the 
Duchess of Marlborough, which realised 000, and the 
smallest, a coral button which was sold for twopence. 
On Thursday the Duke and Duchess of York visited the 
Lancashire and Cheshire Tuberculosis Colony at Barrow- 
more Hall, near Chester, and the Duchess opened the King 
George V. Thanksgiving Block at the Chester Royal 
Infirmary. The new building contains a pathological 
department and a suite of three theatres. On the same 
day Princess Mary opened a new children’s ward at Durham 
County Hospital. Jhen the Princess was married she 
handed over Pollas, the bulk of the wedding present from 
the ae of Durham, towards the provision of a children’s 
wa 





Victoria Park Hospital. 


At the annual meeting last week of the City of London 
Hospital for Diseases of the Heart and Lungs, Victoria Park, 
it was stated that the expenditure—£36,2 0 —exceeded the 
income by nearly £1500, and that as the investment income 
is little more than £2000, constant efforts are needed to 
avoid deficiencies, The convalescent home at Saunderton has 
had to remain closed for the last five years, and the governors. 
have consequently felt impelled to take steps to sell it. 





V acancies 


For further information refer to the advertisement columne. 


Ashton-under-Lyne District Infirmary.—H.S. At rate of £150. 
Barnstaple, North Deron Infirmory.—Res.M.O. Atrate of £150. 
Bedford County Hospital.—H.S. At rete “of £175. 
Sears Hospital ier CE, 1, Clapham-road, S.W.—H.P. and 
H.S. Each at rate of £100. 
Birkenhead General Hospital. ts’ P. £100. 
Birmingham City Babies’ Hosp.—Jun. Res. M.O. Atrate of £100. 
Birmingham City we te & "oll Child Welfare Dept.—Three 
Temp. M.O.’s. £10 per week. 
Birmingham. Ear and Throat Hospital, Edmund-street.—H.S. for 
Out-patient Dept. At rate of £150. 
Birmingham General Hospital.—Two Res. Anesthetists. Eac 
£120. Three H.'s. Each £70. 
Birmingham, Selly Oak Ho. .——Res. Physician. £550. 
Bradford Children’s Hospital.—H.S., and H.P. Each £120. 
Brighton, New Sussex Hosp. for Women and Children.—H.P., H.S. 
Each at rate of £50. Also Hon. Asst. Ophth. Surg. 
Brighton, Royal Sussex County Hospital.—-Cas. H.S. £120. 
Bristol, Brentry Colony for Mental Defectives, Westbury-on-Trym 
‘Res. Med. Sup 50. 
Bristol General Hospital. —Sen. Res. M.O. £200. 
Bristol University.—Lectureship in Physiology. £300-£400. 
pd Infirmary, Lancs.—H.S. to Special Depts. At rate. of £200. 
ry St. Edmund’s, West Suffolk oo Hospital.—H.S. £180. 
hatter Royal Infirmary.—H.S. £15 
ses I fr. Maternity oa Child Welfare Serrices.—Asst. 
Gloucester, Gloucestershire Royal Infirmary, &c.—Res. Surg. O., 
and Ist H.S. At rate of £200 and £150 respectively. 
Ham —_ General and North-West — Hospital, Haverstock 
ill, N.W.—H.S. At rate of £10 
Harrogate Royal Bath Hospital, €c. ne 'P. At rate of £156. 
Hospital for Consumption and Diseases of the Chest, Brompton, 
S.W.—H.P. At rate of £50. 
Hull Royal Infirmary.—H.S. to Ophthal. and Ear, Nose and 
Throat Depts. At rate of £150 
Ilford Borough Council.—Asst. School Dental wun £450. 
Kincardine, County of. —Deputy M.O.H. £600 
Leamington Spa, Warneford General aoe —Res.H.P. £16 
Liverpool, Royal Children’s Hospital.—Res. H.S. Atrate of £100. 
Liverpool Royal Infirmary.—H.S. to Orthopedic Dept. £60. 
Liverpool Stanley Hospital.—H.P. and H.S. Each £100. 
London Jewish Hospital, Stepney-green, E.—Hon. Asst. P. 
Maidstone, Kent County Ophthalmic and Aural Hospital.— 
Ophthalmologist. £250. 
Manchester, Ancoats Hospital.—H.S. At rate of £100. 
Manchester Ear Hospital, Grosvenor-square, All Saints.—Non. 
Res. H.S. At rate of £150. 
Middlesex C.C.—District M.O. i. Also Public Vaccinator. 
eee General Hospital.—Res. £175. 
ss — Tyne, Hospital ‘- Sick Children.—H.S. Atrate 
orwood and was Cottage Hospital.—Hon. Medical Officer to 
X Ray, &c., Dept. 
Nottingham ‘General Hospital.—H.S. At rate of £150. 
er: | ee Infirmary.—H.S.’s to Special Depts. Each at rate 
ts) 
Oxford, Warneford Mental Hospital.—Asst.M.O. £300 
ss oP jin Devon and E. Cornwall Hospital. —H.S. At 
rate 0 
Popier Hospital fox for Accidents, East India Dock-road, E.—Sen. 


—-> — Riding House-street, W.—Res. Surg. Reg. At 

ra 

Reading, Royal eh + * aaa —Cas. O. and Res. Ansesthetist. 
Each at rate of £150 

Rochdale Infirmary and Dispensary.—J un. H.S. £200. 

Rotherham Hospital—Cas.H.S. £120. Hon. Surgeon to Ear, 
Nose and Throat Dept. Also Hon. Dental Surgeon to 
Out-patients’ Depts. 

Royal or Hospital, City-road, E.C.—Out-patient M.O. At 

rate 





Salford Olly Infectious Diseases Hosp.—Jun. Asst. Res. = O wane 
St. —s . ry ‘al for Cancer, &c., City-road, E.C.— 
rate 
St. Mary’s Hospital for Women and Children, Plaistow, F.— Asst. 
s.M,.O. At rate of £120. 
Souberouah Hospital and Dispensary.—Two H.S.’s. Each £175. 
Shanghai Municipal Council—Public Health Dept.—Asst- 
aaiclegen. 50 Tls per mensem. 
Staflordshire General Infirmary.—H.P. £150. 
Swansea General and Eye Hospital.—Cas. QO. 
University College Hospital, W.C.—Hon. Clin. Asst. 
University College Hospital Medical School, University-street, 
PALS -—Beit Memorial Fellowship for Medical Research. 


Wakefeld, Clayton Hospital. —s H.S.’s. Each at rate of £200. 
al Ho —Jun. H.S. At rate of £100. 
At rate of £150. 


At rate of £100. 
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NOTES, COMMENTS, AND ABSTRACTS 





TREATMENT OF RHEUMATOID 
ARTHRITIS.* 


By A. H. DoutTHwalitTs, M.D., F.R.C.P. Lonp., 
ASSISTANT PHYSICIAN TO GUY’S HOSPITAL. 





RHEUMATOID arthritis is a disease largely confined 
to women of child-bearing age, and it offers certain 
clinical features which render its recognition a matter 
of no great difficulty. For convenience it may be 
regarded as presenting three stages of development. 

In the first, joint involvement is trivial or even 
absent, morbid manifestations emerging as it were 
almost insensibly from the diathetic background of 
constitutional deviations from the normal. Thus 
we find that in childhood the patients have suffered 
from such disorders as urticaria, recurrent ‘ bilious ”’ 
attacks, and undue fatigue after- exertion. and have, 
nevertheless, been mentally unusually alert and often 
regarded as ‘‘ highly strung.’ 
ing illness, such as influenza, the first signs of 
rheumatoid arthritis appear, and are usually evanescent 
and composed of fleeting pains in the limb muscles. 
The peripheral circulation, always sluggish, becomes 
more so, producing cold extremities on which erratic 
sweating occurs. The main signs at this stage are of 
muscular rheumatism, stiffness in the morning— 
passing off as the limbs are exercised—tenderness of 
the muscle bellies, and possibly slight swelling of the 
finger joints in damp weather. 

Investigation reveals an abnormally low blood 
pressure and an unstable pulse-rate ; patchy pigmenta- 
tion of an otherwise waxy-coloured skin; clammy, 
cold hands, and blue gers; visceroptosis and 
constipation; exaggerated tendon reflexes and 
twitchings and wasting of the limb muscles. The 
patient, who has always been of spare build, now notices 
a progressive loss of weight, and the general appearance 
of ill-health is always very striking, forming a marked 
contrast to that of the osteo-arthritic. Special 
investigations demonstrate a raised basal metabolic- 
rate and a lowered sugar-tolerance which, in con- 
junction with the skin, cardiovascular, and nervous 
changes, suggest that hyperactivity of the thyroid 
plays an important part in the production of 
symptoms. , 

Recently, the discovery by Oriel of a proteose in the 
urine of these patients, often associated with the 
presence of large numbers of late-lactose-fermenting 
bacilli in the feces, has brought us a stage further 
in understanding this complex subject. The im- 
portance of the urinary proteose lies in the fact that 
when introduced into the skin of the patient in dilu- 
tions of one in a million, it may give rise to intense 
local reaction in the form of a wheal, and even to a 
general reaction, as evidenced by sudden swelling 
and pain of the smaller joints of the body. Consider- 
ing the infinitesimally small amount of substance 
which produces such widespread changes, it is clear 
that one cannot be dealing with an example of non- 
specific protein shock. In point of fact Oriel’s 
proteose is highly specific, producing a reaction only 
in the patient from whom it has been recovered. 
Urine containing the proteose gives rise to the so-called 
“ether reaction.’’ The test consists of the addition 
of 25 per cent. sulphuric acid to an equal amount of 
urine, followed by a little ether. The whole is 
shaken up and allowed to stand. The uppermost, 
etheric layer may develop in its deeper portions a 
waxy consistency which, if well marked, is taken as 
a sign of positive reaction. 

In various diseases, notably migraine and asthma, 
proteose is also obtainable and produces local and 
constitutional reactions according to the nature of 





a A. substance of an,address to the Wimbledon Medical 
oclety. 


After some debilitat- 





the underlying disease. Proteose from an asthmatic 
will have no effect upon a case of rheumatoid arthritis, 
and vice versa. It probably represents a most 
important link between the exogenous morbid 
agent—e.g., the bacterium or foreign protein, and the 
ultimate reaction of the bodily tissues which give 
rise to the clinical signs of disease. It is, in fact, 
probably produced as a result of liver damage 
initiated by the exogenous agent. This being 50, 
it is understandable that a disease with the uniform 
characteristics of rheumatoid arthritis may apparently 
be caused by diverse agencies, in one case focal sepsis 
appearing as an xtiological factor, in another bacterial 
influence being absent but endocrine derangements 
prominent; yet in both, the above-mentioned 
metabolic abnormalities are precisely similar. Slight 
differences in constitution of these proteose bodies 
would then account for different manifestations of 
disease, the constitutional tendencies of the individual, 
of course, playing an equally important réle. 

The vexed question of the part which focal sepsis 
plays in the production of rheumatoid arthritis is no 
longer difficult to answer. It may be accepted that 
the disease is never directly caused by microbial 


| invasion in the sense that we find it in infective 
| arthritis, nevertheless in a proportion of cases bacteria 


or their toxins may act as a flame applied to a fuse, 
and thus lead indirectly to an explosion which is 
represented by the acute form of rheumatoid arthritis. 
Other agencies—e.g., exhaustion, protein sensitiveness 
and so on, may, however, act in like manner in the 
absence of microbial activity. 


Treatment of First Stage. 

In the initial examination septic foci will be looked 
for and subsequently removed, but when doubt exists 
of the presence of focal infection the wisest plan is to 
leave the area alone. An incalculable amount of harm 
has been done by wholesale dental extractions on 
insufficient grounds for early gingivitis or supposed 
apical infection. Rheumatoid arthritis is a general 
disease, and one, therefore, in which healthy gums are 
no more likely to be found than is a healthy skin. 
Recovery is commonly accompanied by complete 
disappearance of early oral disease. 

Most forms of physical treatment aim at producing 
cutaneous vaso-dilatation, generalised sweating, and 
pyrexia. An improvement in the peripheral circula- 
tion is always followed by diminution of the unhealthy 
state of the skin and recession of arthritis, muscular 
stiffness, and pain. Theoretically, therefore, the 
different types of thermal treatment should be 
equally efficacious. This is not, however, the case. 
Furthermore, in practice one has constantly to bear 
in mind the patient’s difficulties, financial or otherwise, 
in carrying out special treatment at spas or similar 
institutions. Radiant heat is exhausting and produces 
only the most transient relief of symptoms. 

Foam baths certainly result in vaso-dilatation, 
profuse sweating, and diminution of stiffness. The 
patient is placed in an ordinary bath containing about 
six inches in depth of hot water to which a special 
solution of saponin is added. Air is pumped through 
the water, producing an enormous amount of foam 
which completely envelops the patient. The tempera- 


| ture of the water is about 104° F., but, owing to the 


large amount of air in the foam, heat loss is very slow. 
The stimulating effect of the rising air bubbles accounts 
in part for the absence of exhaustion in the treatment. 
The effect of hot paraffin wax baths is very similar. 
The patient is washed over with wax at 60° C., which 
solidifies at 45° C., and thus encloses the body in an 
envelope. Several layers are applied and allowed to 
remain for half an hour. Thereafter they are peeled 
off in one sheet, the profuse sweat is removed by a 
hot-water douche, and the patient subjected to general 
massage and muscle kneading. 

The simplest and most valuable form of thermal 
treatment consists of the old-fashioned hot wet pack, 
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made of blankets wrung out of hot water. 
perspiration is thereby induced, but in eee | 
iste 


Great 


cases gr. 1/10 of pilocarpine should be adminis 
beforehand. Except in special circumstances a 
pack should be given daily for ten days. It must be 
admitted, however, that such baths are exhausting 
and, therefore, slightly inferior in efficacy, though not 
in simplicity, to the foam bath. Pistany mud offers 
no advantage over hot wax, but as a spa Pistany is 
of particular value to the rheumatoid arthritic. 

No form of thermal treatment is complete unless 
followed by general deep massage. 

Diet.—The diet should be free from potatoes, cane 
sugar, bread, pastry, and other starchy or saccharine 
foods. These patients cannot metabolise sugar, 
and appear to be particularly intolerant towards 
levulose. On the other hand, two or three ounces of 
glucose daily often initiates an increase of weight, 
which is the first sign ofimprovement. The de-aminis- 
ing power of the liver is also enhanced, and the 

roteose output falls. Meat, green vegetables, fruit, 
jh, and chicken are all allowed. Fluids should be 
taken freely and before meals. 

Drugs.—Iodine in the form of Lugol’s solution is 
of undoubted value, a fact which is explicable if one 

in mind the part played by Ng ee in the 
acute stage. The dose should commence at 10 minims 
thrice daily and be raised to 60 minims per diem. 
Where the blood pressure is very low, twice-daily 
injections of 5 minims of adrenalin solution are of 
great value in relieving the feeling of exhaustion and 
even the insomnia which may result from hypotonia. 
No other drugs have any direct effect on the disease, 
but, of course, such symptoms as pain must be treated 
by appropriate remedies. 
. Vaccines: Proteose.—Vaccines zre quite valueless 
in true rheumatoid arthritis, ever if focal sepsis has 
played a part in its production. On the other hand, 
desensitisation of the patient by means of a prolonged 
and carefully graduated course of injections of Oriel’s 
proteose may and frequently does have the most 
remarkable curative effects. It must be borne in 
mind that one is dealing with a powerful poison 
which if used wrongly may produce irretrievable 

e. <A drop of a 1 in 100,000 dilution should 
be applied to a superficial skin incision and, if a well- 
marked wheal result, desensitisation should be 
commenced with intradermal injections of one in 2 
million solution. The initial dose is then 0-05 c.cm., 
each subsequent dose representing a 20 to 30 per 
cent. increment of that which has immediately 
preceded it, provided that no general reaction has 
occurred. In the latter event, further increase of 
dosage should not be made for two or three injections. 
The interval between administration should be four 
to five days, and the total course four to five months. 
After reaching a dose of 0-2? c.cm. ——— injections 
must be made subcutaneously, the t being half 
of the last intradermal dose. 

Artificial Pyrexia.—The deliberate production of 
fever, leucocytosis, and sweating is well worthy of 
trial in the early stage, and yet again at the commence- 
ment of the third stage of rheumatoid arthritis. 
Protein shock therapy owes its efficacy to these 
changes and is usually carried out by the intravenous 
injection of T.A.B. vaccine, starting with an initial 
dose of 25 millions. 

Recently I have employed a solution of sulphur 
in olive oil (Colsul) for the same purpose. The dose 
rises from }c.cm. intramuscularly to a maximum of 
5c.cm. by $c.cm. increments, the injections being 
given on alternate days. Temperatures of 102° to 
104° F. are produced in four to six hours after 
administration and are accompanied by leucocytosis, 
sweating, and vaso-dilatation. Pain and stiffness are 
considerably relieved thereby. 


Treatment of Second Stage. 
The second stage of rheumatoid arthritis is 
characterised by predominance of joint signs and 
symptoms with aggravation of the general dis- 





differs, therefore, from that of the initial phase in 
that the patient must be confined to bed and attention 
must be more riveted on the condition of the articula- 
tions. All the general measures which Ihave discussed 
still hold good, but, in addition, the affected 
limbs should be splinted. If this be not done 
gross deformities will develop and tend to be 
perpetuated by muscular atrophy and contracture. 
Thus—if these joints be involved—the shoulder should 
be abducted, the elbow semiflexed, with forearm 
in midway position between pronation and supina- 
tion ; the wrist dorsiflexed, and the fingers extended 
with radial inclination. The thighs must be slightly 
abducted and extended, the knees extended, and the 
feet held at right angles to the legs. Every day the 
limbs must be removed from the splints and the 
joints put through their full movement once only. 

is will prevent much trouble from adhesions in 
convalescence and, in view of the fact that the 
rheumatoid joint is not an infected one, there is 
no danger of a flare-up. 


Treatment of Third Stage. 

The third stage is that in which the activity of the 
disease is almost or completely spent. It can be 
recognised by a return of blood pressure to normal, 
cessation of loss of weight, and disappearance of the 
tachycardia, localised sweating, raised basal metabolic 
rate, and urinary proteose of the earlier stages. Joint 
signs are the least helpful in aiding the determination 
of the phase of the disease, because articular tender- 
ness, swelling, and pain can all be produced by the 
irritating presence of adhesions. 

The main problem here is a mechanical one. The 
limbs—in more or less bad position, depending upon 
the nature of earlier treatment—exhibit atrophied 
and contracted muscles, joints held fixed by fibrous 
bands, and bones softened by calcium loss. The first 
object should be to restore the power of walking, 
and this can be achieved by means of carefully 
graduated manipulations. Great care is required in 
any manipulative procedure to avoid fracture of the 
softened bones or too extensive rupture of fibrous 
bands. Any attempt to procure full movement of 
a rheumatoid joint at one sitting will be followed 
by much pain, swelling, and the formation of fresh 
adhesions. This is not due to a lighting-up of 
microbial activity, but to direct trauma. 

Given sufficient patience and experience, it is 
—_ gradually to restore a bed-ridden patient to 

ambulatory activity, and once this is achieved 
the problem of the joints of the superior extremities 
offers but little difficulty. For success, manipulation 
must be followed by massage and active and passive 
movements. Furthermore, the patient should be 
fitted as early as possible with walking callipers in 
order that she may get about and exercise the legs, 
which are, nevertheless, free from the function of 
weight-bearing. It may be necessary for these 
splints to be worn for one or two years, but when they 
are finally discarded the patient can walk actively and 
without pain. 

Differential Diagnosis. 

Osteo-arthritis differs in every particular from 
rheumatoid arthritis. It attacks both sexes with 
almost equal frequency and after the age of 45. The 
disease starts in the articular cartilage and soon 
presents marginal osteophyte formation. The patients 
tend to be obese, of powerful muscular build, and 
subject to hyperpiesia. They feel and look in good 
health and complain only of the local grating and 
pain in the joints, of which the hip and knee are the 
most often affected. The disease is degenerative, 
not i tory, and is therefore associated with 
hypothyroidism, obesity, and arterio-sclerosis. 

Infective arthritis is less easy to distinguish. The 
main points of help are: (1) absence of signs of 
hyperthyroidism ; (2) a normal skin ; (3) considerable 
and undoubted focal sepsis; (4) a history of joint pain 
following close upon an attack of focal inflammati 


jion— 
e.g., tonsillitis; (5) fever and leucocytosis in the 





turbances which have already been noted. Treatment 


acute stage; (6) redness, tenderness, and cedema of 




















Sa Os ok 


ion 
ler- 
the 


‘ous 


‘resh 









THE LANCET, ] 


NOTES, COMMENTS, AND ABSTRACTS. 





[aprit 4,1931 7&7 





the periarticular tissues; (7) aggravation, followed 
by relief of disease after removal of foci; (8) absence 
of Oriel’s proteose. 

In this brief description of the treatment I have 
confined myself to the essential, practical, and 
unquestionably valuable methods of attack. Pursued 
with determination, these efforts will rarely fail to 
produce great and lasting relief. 





THE ORIGIN OF THE HUMAN SKELETON. 


For more than thirty years Dr. R. Broom has 
devoted himself to the study of the eolithic 
reptiles of the Karroo. Dr. Broom speaks with an 
authority second to none on premammalian animals, 
and a little book,’ issued in advance of the large 
monograph on mammal-like reptiles which we expect 
from the author in the not distau.t future, has great 
interest. The human anatomist, however, looks at 
the skeleton from his own peculiar angle. He tends 
to throw the burden of his beliefs on the structures 
with which he is well acquainted and on the processes 
of formation through which they pass; he is willing 
to believe what the authorities tell him of their 
findings in the outlying fields, but he also knows of 
a certainty that each individual human being goes 
through certain evolutionary changes, and, owing to 
his angle of vision, he may in some cases prefer to 
take these certainties as his guide when there is 
@ seeming inconsistency in the stories unfolded 
before him. 

Dr. Broom appears to favour the Gorgonopsian 
suborder of the carnivorous Theraspids, rather than 
the Therocephalia, as the probable carrier of the 
future mammalian line. The Inctidosaurians, of 
later geological time, carried the line still further 
and showed in many ways the connexions between 
cynodonts and mammals. In the skull it is in the 
** visceral ’’ portion that interest centres chiefly when 
looked at from the human point of view, and the 
figures and descriptions given by the author are of 
importance here. His view of the mammalian vomer 
as the representative of the lower ‘‘ parasphenoid ” 
passed into anatomical currency years ago. He 
correlates this with widening of the brain and 
shortening of the snout, the bone advancing forward 
from its original subsphenoidal position. If we con- 
sider these bones according to the mesodermal beds 
in which they appear, there is no difficulty in 
appreciating this mode of evolutionary formation of 
the vomer, even though such an actual movement 
forward of the bone is not seen in the embryo; there 
is an actual forward movement of the visceral 
mesoderm in the roof of the mouth, carrying with it 
the stalk of Rathke’s pouch, and the vomer forms 
later immediately in front of this, like the “ para- 
sphenoid ”’ of lower forms. Disappearance or reduc- 
tion of the prevomers (vomers of earlier description) 
would be entailed by or accompany such movement, 
and it seems not impossible that the small secondary 
centres which fuse with our vomers in front may be 
remnants of these, but it is hard to read the history 
of such remnants in our frontonasal processes, 
covered in and hidden as they are by massive 
maxillary growths. The difficulties which anatomists 
have felt concerning the homologues of the mammalian 
palate possess no terrors for Dr. Broom, and indeed 
the figures he gives of some of the lower and higher 
cynodonts appear to show the direct changes in the 
making. It would seem necessary to us, however, 
to postulate upward growth of the nasal capsules as 
taking place at the same time as their backward 
extension if it is wished to obtain a clear mental 
picture of the persistent homologies—but changing 
relations—of the palatines, pterygoids, and trans- 
versals; such a direction of growth has been shown 
to occur in the human embryo, and appreciation of it 
renders the evolutionary changes easier to ccmprehend. 
Before leaving this fascinating region it may be noted 
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that Dr. Broom confirms from his material the view 
that the mammalian alisphenoid was derived from 
the reptilian epipterygoid. This origin in visceral 
mesenchyme is in perfect line with the occurrences in 
the human embryo, in which for many years it has 
been known that the bone forms in the maxillary 
mass and comes secondarily into the cranial base. 

We doubt if the views of the writer about the 
so-called ‘‘ premaxillary sutures” on the palate 
will meet with general acceptance among human 
anatomists—even in Goethe’s time many leading 
anatomists refused to adopt this reading of the con- 
ditions, and opinion has hardened against it since 
then. These, and other points, are of secondary 
importance, however, the main interest lying in the 
general agreement between the paleontological and 
embryological results. In the mandible the same 
general agreement remains. The author considers 
the enlarged dentary to be represented by the human 
mandible and, as is well known, he looks on the 
tympanic bone as a surviving augulare; human 
ontogeny does not er to have much to say for 
or against these detailed origins. A chapter on the 
vertebree and sternum might have been extended. 
It is followed by others dealing with the limbs. 
Dr. Broom makes the interesting suggestion that the 
front part of a fin may have developed into a crawling 
or scraping organ, while the hinder part still functioned 
as & swimming fin, and thus gets over a transitional 
difficulty with the support of his material. There 
are doubtless some — in these sections on limbs 
with which the embryologist might not agree, but 
these cannot be dealt with here. Dr. Broom makes 
interesting observations on the thumb metacarpal, 
which may account for the basal position of its 
epiphysis, but he does not give it other than a true 
metacarpal value. 

The book is small and easily read, and certainly 
ought to be in the hands of all students of 
comparative anatomy. 


NURSES’ FUND FOR NURSES. 


THE sixth annual report of this Fund mentions the 
collection during the year of £1250, making a total 
of £7363 collected since 1925, all of which been 
spent with the exception of a sum of £1625 put to the 
endowment fund of the Home on Clapham Common. 
This house, given by the proprietors of Cow and Gate 
Food, provides accommodation for 12 retired nurses, 
each of whcm has a room and light rent free. Gas 
and wireless is laid on in each room. A sum of £875 is 
still required to make up the permanent endowment 
of this Home. Many of the 600 nurses on the Fund’s 
list have nothing but their old-age pension, having 
exhausted their savings during illness, and some have 
already drifted to workhouses and casual shelters. 
Only 60 are in receipt of regular grants. The com- 
mittee is appealing for an income of £2500 a year 
which would make it possjble to grant 10s. a week 
to every such hard case. Miss Copeman, Matron 
of the Paddington Hospital, is Chairman of the Fund, 
Miss S. Bulan, Honorary Secretary, address, 95, Dean- 
street, London, W.1. 


PSITTACOSIS FROM BUDGERIGARS. 


FIVE cases of a disease believed to be psittacosis, 
with one death, were recently brought to the attention 
of the health authorities in Brooklyn, N.Y. All 
the cases, it is stated,’ were in persons who had had 
contact with lovebirds broughtfrom Habana, Cuba, on 
Dec. 31st, 1930. Several of the birds died after 
arrival in the U.S.A. A man who had cared for two 
of the birds fell sick of what was at first diagnosed as 
pneumonia on Jan. 13th, and died five days later. 
Shortly afterwards four women, all related to the 
dead man, and who had been exposed to the birds 
and in close contact with each other, became ill. 
While the clinical picture of these cases was suggestive 
of influenza with broncho-pneumonia, it was 
presumed on later clinical and epidemiological evidence 





; oy R. Broom, D.Sce., 
¥.R.S. London: H. F. and G. Witherby. 1930. Pp. 164. 10s. 6d. 


* U.S. Public Health Reports, Feb. 27th, 1931. 
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that the sewehinde were the eatuinake source of infection. 
A circular issued by the U.S. Public Health Services 
states that psittacosis is one of the most highly 
contagious diseases known. In the outbreak of 
1929-30 there were 74 places of infection, which gave 
rise to 169 cases with 33 deaths, not including 16 
laboratory infections with two deaths, or 12 probable 
cases on two merchant ships entering U.S. ports. 
Limited importation of parrots under supervision is 
now permitted, proper care and sanitation of the birds 
during shipment being prescribed, and a period of 
observation under quarantine at the port of arrival. 


THE PHYSICIAN’S HANDS. 


A CORRESPONDENT comments upon the feelings of 
the patient as the hands of doctor or nurse approach 
him, wondering whether they are to be warm with 
the comfort of healing or like slabs of ice. Much 
goes with the magic of the hand. If it be just right 
or the fevered brow, will it be right in percussing 
the chest or exploring the more sensitive surface of 
the abdomen? Fortunate the doctor who can use 
his hands in all such manipulations so that the 
patient never apprehends the coming ordeal; for 
there is much more than the surface temperature of 
the hands which determines the impressions of 
contact. Be they ever so hygienic and right in 
warmth, yet if ol lack that extra touch of capacity 
they fail; that feeling of warm firmness, not devoid 
of gentleness, brings to the mind of the patient a 
sense of relief to be in such hands. There are at 
least four kinds of hands easily recognisable in this 
matter of comfort. The one already mentioned which 
is just right; the hand which is hygienic and warm, 
though devastatingly damp; a third which is dry 
and harsh in texture, comforting as an east wind; 
lastly, the hand that to the owner is never cold, 
to the patient never otherwise. The surgeon is 
remembered by the result of the operation; if it 
succeed, all is well; if it fail all else is forgotten be 
the hands ever so right. The physician has to stand 
another test, and it is possible that many a “‘ grateful 
patient ’’ has as big a measure of gratitude for hands 
as for head. But we fear the cold hand can never 
be changed until we have learned how to regulate 
the peripheral circulation. 


REPORT OF MENTAL WELFARE CONFERENCE. 


THE Central Association for Mental Welfare, 
which held an important conference at the B.M.A. 
House from Dec. llth to 13th last, has issued a 
report of the conference which may be obtained for 
3s. 6d. from the hon. secretary, Miss Evelyn Fox, 
at 24, Buckingham Palace-road, London, S.W. 1. 
The conference was the more valuable as the formal 
papers presented to the five sessions were taken as 
read, the authors merely calling attention to particular 
— which they desired to bring out, and leaving 

ime for full and useful discussion. The conference 
covered a wide field of mental welfare. 


MILK CONSUMED IN NEW YORK. 


In the course of a health survey conducted in New 
York City last September by nurses of the Department 
of Health for the purpose of supplying information 
desired by the ite House Conference on Child 
Health, an inquiry was made as to the amount of 
milk used in the different families visited. The 
survey covered about 14,000 families in various parts 
of the city, evenly distributed among the socio- 
economic groups. The average consumption of milk 
per head was found to be 0-98 pint per day, compared 
with 0-55 pint in 1910-14 and 0-80 pint in 1926. The 
number of children is known, but not the amount 
of milk they consumed. Assuming however, as the 
Health Commissioner thinks reasonable, that the 
adult members of the families consumed each not 
over half a pint, the average per child of the lowest 
economic group works out at 1-07 pints, and in the 
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1- 61 pints. ” euntinnines of the eQebitionnl < cam- 


paign will, the Commissioner remarks, gradually raise 


this to the quart per child advocated by all authorities 
in child health. 





Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES. 


WEST KENT MEDICO-CHIRURGICAL SOCIETY, Milkr 
General Hospital, Greenwich, 8S. 
Fripay, April 10th.—8.45 P.M. ,Mr. E. A. Lindsay : Common 
Disabilities of the Feet and their Treatment. 
MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY, 
11, Chandos-street, eee x po Ww. 
THURSDAY, April 9 ith.—8.30 P.M., Discussion on Anorexia 
Nervosa opened by Dr. Langdon Brown and Dr. 
Crookshank. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


WEST LONDON MEDICO-CHIRURGICAL SOCIETY. 
Fripay, April 10th.—7.30 p.m. (at the De Vere Hotel, Ken- 
sington), Dinner Meeting followed by Cinematographic 
Demonstrations illustration Blood Transfusion, the 
Mechanism of the Normal Heart and the Sufficiency 
and Insufficiency of the Mitral Valve. 


CENTRAL LONDON THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C. 
FRIDAY, April 10th. —4 PM. ., Mr. Nicol Rankin : Earache. 
HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL. 

WEDNESDAY, April 8th.—4 p.m., Dr. H. V. Morlock. 


ANCOATS HOSPITAL, Manchester. 

THURSDAY, April Sth.—11 a.M., Mr. P. G. McEvedy : 
Clinical Demonstration. 4.15 P.M. , Mr. E. E. Hughes : 
Cystitis. 

UNIVERSITY OF SRRYSTELD POST- GRADU GES CLINICS. 

FRIDAY, April 10th.—3.30 P.mM., Mr. Hay: Visual Disturb- 
ance of Tiaecconion Disease. 








Appointments 


JARRETT, R. F., F.R.F.P.S.G., has been appointed Medical 
Superintendent, Kent County Institution for Mental 
Defectives, (ay agg? Grange, near Maidstone. 

WALLACE, W. H. L.R.C.P. Lond., M.R.C.S., Assistant. 
Resident Medical Seeaee. City of London Maternity Hospital. 

Ques rk 's Maternity Hospital: Hunt, T. C., D.M. is 

M.R.C.P. Lond., Hon. Asst. Physician. BELL, & Oo. 
M. B., oF 8. Lond., F.R.C.S. Eng., Registrar. 

Certifying Surgeons under the Factory and Workshop Acts: 
PEILL, 8S. G., M.B., Ch.B. Edin. (Leyburn, York); Ro.Fre, 
D.A., ‘L.R.C.P. Lond. ,»M.R.C.S. (Llangennech, Carmarthen). 


Births, Marriages, and Deaths 


BIRTHS. 


monary —QOn March 26th, at aeearte, Chertsey, the wife of 
r. C. E. McQuade, of a daughte 


DEATHS. 


ARNOTT.—On ore 27th, at The Precinct, Rochester, Henry 
Arnott, F.R.C.S., Honorary Canon of Rochester, in his 
89th year. 

BARNETT.—On March 27th, at the Royal National Orthopedic 
Hospital, Country Branch, Brockley —y Stanmore, 
Middlesex, J. Binford Barnett, F.R.C.S., aged 

RoBInson.—On we 25th, of pneumonia. Florence Maud 
Robinson, M.B., alshagray- avenue, Glasgow 

Stack.—On March 26th. ‘at. Tankerton, Kent, Lieut. -Colone? 
Edward Churchill Stack, F.R.C.S.I., R.A.M. é., T.D., retired. 

Woop-W8aHiTE.—On March 32nd, at Handsworth, ’ Birmingham, 
Edward William Wood- -White, B.A., M.D., in his 76th 
year. 


N.B.—A fee of te, 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 

















BIRMINGHAM GENERAL DISPENSARY.—The Lord 
Mayor of Birmingham last week opened a new branch 
of this dispensary in the suburb of Selly Oak. ‘This 
makes the ninth branch in the more densely populated 
areas of the city. In 1793, the first year of the dispensary’s 





other groups from below upward 1:48, 1-42, 1-60, and 





existence, it treated 280 patients ; in 1930 it treated 76,632. 
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ADDRESSES AND ORIGINAL ARTICLES 





DELUSIONS. 


By Henry YELLOWLEEs, M.D. Grase., 
F.R.C.P. Epim., M.R.C.P. Lonp., 


AND LECTURER IN PSYCHOLOGICAL MEDICINE TO 
ST. THOMAS’S HOSPITAL, 


PHYSICIAN 


Two phrases connected with mental disorder appear 
in the public press with such painful frequency 
that one can hardly search a daily paper without 
coming across one or other. One is, “‘ he was found 
to be suffering from delusions,” and the other— 
generally in the report of an inquest—is, “‘ his doctor 
had been treating him for depression.” The sad 
thing is that nine times out of ten the first phrase is 
meaningless and the second one untrue. It is the first 
phrase which is our present concern. 

For the moment, let us accept, without troubling 


over fine distinctions and special cases, the simple | 


definition that a delusion is a false belief which is not 


shaken by argument, or even by demonstration of | 
its falsity. A little reflection will convince anyone | 
that practically his entire circle of acquaintances | 


“suffers” in this way, and most of us will agree 
that few, except ourselves, are entirely free from 
irrational beliefs. On the other hand, our friends 
do not seem to be particularly the worse of their 
irrational beliefs, and only rarely do we feel disposed 
to say that even the most bigoted of them “ suffers 
from delusions’ in the newspaper sense, 

The popular phrase is, of course, an attempt at a 
clinical, comprehensive, and non-actionable definition 
of ‘‘insanity,’’ and there seem to be two reasons why 
it should have become the accepted method of con- 
veying this sinister idea. Firstly, there is the dearly 
cherished public belief that there can be no insanity 
without delusions, that insanity simply consists in 
“having delusions,’ and that the type and model of 
all mental patients is that legendary figure, the man 
who believed himself to be a poached egg. Secondly, 
there is the universally accepted: view that 
“delusions” are the final and convincing proof of 
insanity. 

Delusions, if we adhere to the rough general 
definition with which we began, may certainly occur 
in almost every type of mental disorder, but while 
in some mental disorders they are of profound 
importance, being indeed at the very root of the 
illness, in many others they are merely incidents, 
often of the most trifling significance, and sometimes 
quite unworthy of the weighty name “‘ delusion” at 
all. Very often, indeed, a “delusion” would never 
receive such a title but for the fact that an insane 
man uttered it. When our friend who is spending 
a seaside holiday with us announces at breakfast 
with a resounding slap on our back—or his own chest 
—that he could eat an ox, or push over a house, we 
accept his remarks as merely picturesque expressions 
of a sense of well-being. Even when Sir Galahad 
informs us that his strength is as the strength of ten, 
giving us his reasons for his belief and appending a 
summary of his exploits, we regard his statement as 
figurative, and murmur “ poetic licence.” But let 
Mr. Smith, next door, merely state that he believes 
himself to be the strongest man in the country or the 
best billiards player in Europe (modest claims com- 
pared with those we have mentioned), and he has 
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given adequate grounds for someone to certify him, 
which is bad, and probably to add the remark that 
he is a case of “‘ delusional insanity,” which is very 
much worse. 

Why should it be that what we regard in our friend 
as just his fun, and in Sir Galahad as merely getting 
the poetry out of his system, should be regarded in 
Mr. Smith as manifestation and proof of “ insanity” ¢ 
The various answers to that question illustrate the 
absurdity of attaching any importance whatever to 
a “delusion ’’ away from its context—that is to say, 
| apart from a knowledge of the mental state of the 
| person who expressed it, and of the circumstances in 
— he did so. It may be helpful, therefore, to 





| consider a few common types of delusion, noting their 
| differing modes of origin and the tremendous varia- 
| tions in their significance. 

| 


Types of Delusion. 


| (1) ‘‘ Delusions” may be merely the expression of 
| @ mood or emotional state. This has been illustrated 
above, and many other examples might be given, 
such as that of the depressed and disappointed man 
who states his belief that everyone is against him, or 
that he does not care if he were to die to-morrow, or 
that for two pins he would resign his post and go to 
Australia, Such beliefs are generally fleeting and 
are, of course, perfectly consistent with ‘“‘ sanity,” 
though they may sometimes exist for considerable 
periods of time and, while they exist, are certainly 
impervious to argument. 

(2) Delusions may be the result of an emotional 
state, in a far more serious and important way than 
the above. It is not in human nature to experience 
an emotional state of any duration or intensity 
| without immediately searching for some “ cause ”’ 
or “‘ explanation ” of it. Nobody has yet been found 
to admit that his own emotional reactions are 
disordered or disproportionate, or even that they 
are provoked by causes of which he is not fully 
aware. Nothing short of a general anesthetic, an 
attack of acute confusion, or a state of really pro- 
found dementia will prevent a man from explaining 
his actions and, even more, his feelings to himself on 
strictly logical grounds to his own entire satisfaction. 
As such grounds are more often than not conspicuous 
by their absence, we are all from time to time in the 
position of the lady who, having pointed out a cow 
to her four-year-old son, received in answer the one 
word: ‘“ Why?” 

The whole essence of melancholic depression, for 
example, is that it is out of all proportion to any 
ascertainable cause. Were it not, it would not be 
an abnormal emotional state and would not be 
melancholia at all. This state of things, however, 
presents no difficulties to the patient, whose thoughts, 
could they be analysed and clarified, must run some- 
what on these lines: “I am very miserable. There 
must be a cause for it, which I must find out. Good 
people are happy. I’ve always been taught so. 
I am unhappy, therefore I am not good. I am 
desperately miserable, therefore I must have been 
terribly wicked.” 

At this stage the patient tends to explore his 
entire past life in the desperate attempt to: find 
something therein wicked enough to explain his 
present misery to himself. There is nothing so 
pathetic in all mental medicine as to hear some 
patient .of blameless life faithfully rehearsing every 
detail of some childish misdemeanour of half a 
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century ago in the hope of finding at least an explana~ 
tion, if not am alleviation, of his torturing distress. 
But few, if any, patients are satisfied with the facts 
they bring to light in this way. An overwhelming 
distress demands a correspondingly stupendous 
“cause,” and the patient—because he cannot help 
it—invents delusions on a scale appropriate to his 
misery. He has committed unpardonable or unnatural 
sin, he has robbed and swindled all his friends, and he 
is about to be put to a cruel death as a punishment 
both for his own sins and for those of a lost world. 

Now by any ordinary definition these are certainly 
delusions, but in spite of their apparent prominence, 
they are, in fact, of extremely little importance in 
the case and its treatment. The patient is not 
‘“‘ suffering from delusions.” He is suffering from 
depression, and the secondary intellectual disorder 
is merely a reaction to the primary emotional one. 
One interesting proof of this, among many, is that if 
a melancholic patient is wisely questioned about some 
one of his “‘ delusions,” he will often say: ‘‘I know 
I committed that crime, not so much because I 
remember doing it, but because I feel that I must 
have done it.’”’ Such delusions call neither for 
argument nor for direct treatment. They are the 
products of the emotional disorder, and apart from 
it, they have no depth of earth. As soon as the 
emotional balance is restored, they will certainly 
vanish away, because there is nothing left to produce 
or to sustain them. 

(3) Delusions may occur as a consequence of 
hallucinations. Before discussing this point fully we 
may dismiss at once one sense in which it is true in 
a superficial and unimportant way. Any patient 
who is in acute confusion or intense excitement is 
liable to utter wild or rambling phrases which are 
no doubt prompted by the hallucinations he is 
experiencing. That the incoherencies and absurdities 
uttered by an acutely ill patient, wholly out of touch 
with his environment, should be seriously described 
on many a certificate as ‘“‘delusions”’ simply shows 
how meaningless that word, as generally used, has 
become. 

But the relation of delusions to hallucinations is 
a much more important and complicated matter than 
the above. An hallucination is generally defined as 
a sense perception arising in the absence of any 
external stimulus, whereas a delusion, whatever else 
it may be, is a question of belief. But the border- 
line between experiencing a perception and ‘“‘ believ- 
ing” in it is so exceedingly fine as to be practically 
non-existent. To hear church bells is to believe that 
one hears church bells, and one can hardly have seen 
a green dragon if one does not believe that one has 
done so. Seeing, in fact, is believing. An hallucina- 
tion being a perception without an object, it follows 
that belief in it is a mistaken belief—that is, a 
delusion. Hence delusions are the immediate and 
inevitable outcome of hallucinations. 

This thoroughly unsatisfying view of the problem 
held the field unchallenged for many years, and, 
indeed, is still to be found in several of the text-books. 
It was not usually pushed to its conclusions as above, 
but expressed more as follows :— 

A patient experiences, say, an hallucination of 
taste which persists unaltered for days and weeks. 
At first he reacts as any normal person would do 
by making light of it, regarding it as an accident, 
suspecting that his teeth require attention, that his 
digestion may be at fault, and so on. The constant 


recurrence, however, of the inexplicable metallic 
taste in his mouth at every meal drives him inevitably 
sooner or later to the conviction that the fault must 





lie not in himself but in the food. The obvious 
logical steps of change of diet, of cook, and of residence 
now follow, and, as they successively prove ineffective, 
the patient’s weakened and overwhelmed judgment 
arrives at the only possible explanation which remains 
—namely, that his food is being systematically 
tampered with. From this point an almost infinite 
number of sinister deductions are inevitable, and 
are woven in due time into an elaborate delusional 
system. The nature and source of the harmful 
material have to be conceived and its lack of fatal 
effect explained. His tormentor has to be identified 
and may have to be credited with the powers of 
invisibility and omnipresence, while in addition 
some reasons must be adduced for his apparently 
**motiveless malignity.” It will be remembered 
that in his portrayal of Iago, Shakespeare has diffi- 
culty in this last respect, and the reasons he gives 
are far from convincing, but the problem which 
taxed the genius presents no difficulties to the 
madman. 

We have thus a marvellously complete and logical 
system of beliefs proceeding naturally and inevitably 
from one false premise, which in its turn arose from 
a mistaken sense-impression. 

Now all this is correct enough as far as it goes, 
and no doubt delusions may be considered to arise 
from hallucinations in this way. In such cases as 
that indicated above, however, the delusional system 
is the very essence of the disorder, and the above 
view of its origin, though plausible, is superficial. 
Not only does it make the delusions quite definitely 
secondary, which they are not, but it leaves entirely 
unexplained the hallucinations from which the 
delusions are said to arise and with which they are 
so intimately connected. 

It seems much more probable that both hallucina- 
tions and delusions have a common origin and are 
best regarded as different but allied manifestations 
of the same deep disorder of mental function. Before 
discussing this point of view we must note two further 
ways in which delusions may occur. One has been 
hinted at, and indeed illustrated, by what has just 
been said, but is put separately for the sake of 
completeness. 

(4) Delusions may arise as a consequence of 
previously existing delusions. 

In any delusional system it is only the first or 
initial delusions which are of real clinical importance. 
The others, as has been illustrated above, tend to 
follow as natural consequences. They are merely 
the supports which the patient produces to sustain 
the original idea and to give it an appearance of 
reasonableness and consistency. Just as a single 
isolated lie generally begets a brood of secondary 
ones, if detection is to be avoided, so does a delusion 
produce a crop of subsidiary delusions whose function 
is to protect their parent by anticipating and explain- 
ing away any rebutting evidence that might be 
offered. 

The amateur liar weaves a proverbially tangled 
web, but his inventions are crude indeed compared 
with the rationalisations of the delusional patient. 
The life of the asylum ‘“‘ Queen,” for example, is 
clearly one long series of inconsistencies and incon- 
gruities, for each of which she must be prepared to 
give—and does, in fact, give—a “reason” at 4 
moment’s notice. If the man who believed himself 
to be a poached egg had ever existed, one would 
think that the energy and ingenuity he must have 
devoted daily to explaining and rationalising his 
position, would in themselves have been sufficient to 
convince him of his error. A patient did once exist 
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who believed himself to be the great Napoleon. 
One day he carelessly announced himself to be the 
Duke of Wellington, and when reminded that yester- 
day he was Napoleon, replied instantly: ‘‘ Yes, but 
that was by another mother!” While it would be 
true enough, in a sense, to say that this patient 
“suffered from the delusion that he had had two 
mothers,” such a statement could not possibly be 
made by anyone with the slightest insight into the 
mechanism of delusion formation. 

(5) Delusions may arise as the result of toxemia 
or infection, that is, from purely physiogenic causes. 
A brief study of the toxic psychoses and of general 
paralysis makes this perfectly clear. In general 
paralysis for example, we listen to the patient’s 
stream of fantastic delusions and reflect that their 
primarily responsible cause is the invasion of his 
central nervous system by the micro-organism of 
syphilis. 

For any account of the actual modus operandi of 
such toxic and infective factors we must look to the 
physiologist and histologist. We have reached that 
dangerous and unexplored no-man’s-land lying 
between physio- and psycho-pathology, which is the 
limit of safety for any discussion starting from a 
psychological point of view. We may, perhaps, 
remember the old conception of physiological levels, 
and suggest that by an actual poisoning and destruc- 
tive process, inhibitory machinery is paralysed and 
“lower” levels allowed free play. With that said 
we must retire in good order, wondering if knowledge 
of brain physiology has really advanced since the 
day of Hughlings Jackson. We may, however, make 
one very interesting reflection. In all the states 
accompanied by delusions in which physical factors 
have to be admitted or postulated, the delusions are 
never the essence of the disorder, but are invariably 
of the comparatively unimportant and, as it were, 
“accidental” types discussed earlier in this lecture. 
Even in general paralysis this can be shown to 
be true. 

Delusions are by no means always a prominent 
feature of that disease. Quite often they are few in 
number and occasionally they are entirely absent. 
At their worst they are fleeting, yariable, and 
unsystematised. Far from “suffering from” them, 
the patient tends to play with them, and their 
influence on his conduct as a whole—apart from 
isolated outbursts—is slight. His attitude towards 
them is in striking contrast to that of the patient 
who really “‘ suffers from ”’ delusions, which affect his 
entire mental life. There are few things in psychiatry 
more interesting and instructive than to compare a 
very ‘‘delusional’”’ general paralytic with a truly 
paranoid patient. A serious disagreement with the 
latter may bring in its train any amount and variety 
of trouble even up to an attempt at homicide on his 
part, but in the case of the general paralytic it is not 
difficult with ordinary tact to “‘ call his great truth 
a lie,” and be rewarded for one’s courage with a 
cheque (not negotiable) for half a million. 

(6) The only delusions which, by virtue of their 
fixity, their chronicity, and their grip of the entire 
personality and outlook of the patient, really merit 
the name, arise in none of the above ways. They 
demand, first of all, a certain soil in which alone they 
can develop. This soil is that mysterious thing com- 
monly called the ‘‘ paranoid temperament ”’ or “‘ the 
shut-in personality,” about which only a few words 
may be said in passing. 

It may exist in many and varying degrees. It is 
often and largely, but certainly not always or entirely, 
the result of postnatal influences and environment. 





It seems, as far as we know, that however unfavour- 
able these influences may be, there is an inherent 
something in the fertilised ovum, the presence or 
absence of which determines the extent to which they 
shall prevail. The chief early manifestations of the 
paranoid temperament are moodiness, shyness, aloof- 
ness, unsociability, dreaminess, and unreliability. 
These are signs of the withdrawal from reality which 
is the hallmark of this state. The natural tendency 
of the “shut-in personality’ is towards evasion of 
the issue on every possible occasion, and its victim 
becomes shut off from effective contact with his 
environment by a fence of his own constructing. 
It is in such soil that true delusions will flourish. 


Origin and Growth of Delusions. 


As regards the question of their actual inception, 
one supposes that the seeds of a delusion are sown 
when a patient has thrust upon him some idea, 
experience, situation, or some aspect of himself which, 
by virtue of its own significance or importance, 
demands more frank directness of treatment than the 
patient has the power to give. His limited ability 
to deal with reality, that is to say, is simply over- 
taxed, and the idea, thus become intolerable, has to 
be dealt with by some of the reality-avoiding devices 
we are about to discuss. The breaking-point depends 
upon the degree in which he possesses the paranoid 
temperament and upon the nature and importance of 
the reality with which he has to deal. 

It remains to consider the growth of a delusion 
when such a situation has arisen. It is obvious that 
the person who avoids reality is the person—when 
one comes to think of it, the only person—who is 
likely to deny reality by believing the thing which 
isnot. ‘‘ Having delusions,”’ in fact, may be regarded 
as a characteristic manifestation and, sooner or later, 
an almost necessary consequence, of the paranoid 
temperament in any great degree. 

One can conceive of avoidance of reality being 
achieved and maintained in two distinct ways. On 
the one hand, the individual may be pictured as shut- 
ting his eyes to the world of reality which is both 
around and within him, and withdrawing into a 
private, unreal, dreamy world of his own creation. 
On the other hand, we may imagine him as more or 
less standing his ground but hurling realities away 
from him’ whenever they show signs of breaking 
through his defences. We can avoid the company 
of an intruder either by running away ourselves or 
else by making him do so. Either plan may be 
preferable, depending on circumstances. 

Both methods are constantly adopted by the mind 
in dealing with intolerable ideas. The name of the 
one is phantasy, and the name of the other is pro- 
jection. We owe the elucidation of these mechanisms 
and the demonstration of their vital importance in 
psychopathology to the genius of Freud. Whatever 
may be said of his work or his views, he was certainly 
the first to offer even a conceivable hypothesis of the 
formation of delusions, and intelligent discussion of 
the subject is impossible without the constant use of 
his conceptions and his very phrases. 

As phantasy plays a considerable part in the mental 
life of most of us, little explanation of it will be needed 
for our present purpose, We all build so many dream 
worlds of our own that it requires no great effort of 
imagination to conceive of a patient seeking permanent 
instead of momentary shelter in a lifelong day- 
dream of his own fabrication. It is simply a question 
of fact versus fancy. In the world of fact he is 
powerless ; in the world of fancy he is omnipotent. 
It is his constant tendency to avoid the world of fact. 
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Is it surprising then that he chooses the world of 
fancy as his real world and pays the price—divorce 
from reality—with a smile ? 

The ‘‘ Queen” of the chronic mental hospital 
ward is simply what we have all been at moments— 
the central figure of a fairy tale. But her fairy tale 
is her own, and has become her whole life. In the 
life she has abandoned she was either poor, or over- 
worked, or jilted, or friendless, or baffled, or without 
hope, opportunity, or outlook. Some reality was 
certainly an intolerable load or an insurmountable 
obstacle. So she followed the natural tendency of 
her mind, fled into her kingdom of fancy—and reality 
will never trouble her again. She has passed, of 
course, far out of hearing of logic, reason, or reproach ; 
she ‘‘is too far off for wings of words to follow.” 
We cannot “treat” her, we need not argue with her, 
and sometimes I am not very sure that we should 
even pity her. 

Projection is a more subtle and important 
mechanism. It is the disowning, as it were, by the 
patient of some part of his personality, the realisation 
and acceptance of which would be intolerable. The 
offending idea is not admitted to consciousness, but 
is hurled by the patient away from himself and into 
his environment. But the environment in such a 
case acts very much as the wall against which we 
fling a tennis ball. The ball returns to the thrower 
at a different angle, and with a force proportionate 
to that with which it was flung. The patient who 
projects unacknowledged aspects of himself into his 
environment will surely receive them back again, and 
we neéd not be surprised if he has difficulty in dealing 
with the rebound. 

The idea will return in a new but complementary 
form and will appear to have come from some part 
of his environment, but it is a return journey for 
which the environment is in no way responsible. 
The tennis ball rebounds from the wall because it 
was flung there. Action and reaction are equal and 
opposite. A man casts out the idea that he is deceitful 
and receives back the idea that others are deceiving 
him; he rejects the thought that he is incompetent 
and receives the suspicion that he is surrounded by 
incompetents who conspire to put him in the wrong ; 
he stifles the voice of conscience only to have it with 
him throughout life as the voice of supposed calumny. 

We cannot enter here on a full discussion of this 
profoundly interesting and very difficult mechanism. 
Superficial instances of its working are common 
enough, and a very little study of it suffices to con- 
vince one that here, at last, we have the mechanism 
par excellence of delusion formation. We must leave 
it at that, because in the time that remains I wish to 
touch on a few general points which I hope that 
this short study of delusional states may have 
suggested. 


Delusions about Delusions. 


In the first place, these reality-avoiding mechanisms 
of phantasy and projection can be illustrated a hundred 
times in the everyday life and conduct of every one 
of us, which I suppose is tantamount to saying that 
they are characteristic of the mind in health. 

I suppose it is this fact, hastily swallowed and ill- 
digested, which accounts for the immortality of that 
cheap and inane pleasantry so beloved by lawyers, 
as well as by those who ought to know better: ‘* but 
we are all more or less mad, are we not, doctor?” 
We are nothing of the sort ; we have not that excuse 
for talking as if we were. 

It is not merely a question of degree either. To 
say that if you and I were to seek refuge from reality 





in phantasy more often than we do, we should be so 
much nearer to a delusional psychosis, is absurd. 

The psycho-analytic school give the impression that 
if the hysteric or obsessional case were to deal with 
his conflicts by projection instead of by conversion or 
substitution he would promptly become a case of 
paranoia. I do not say that they mean to give that 
impression, and I hope they do not, because it is a 
mistaken and misleading one. No overaction of the 
mechanism of projection can make a man a paranoiac, 
but a paranoiac patient, among others, will make an 
excessive use of that mechanism. A knowledge of it 
will help us to understand the structure of his 
delusions but will bring us no nearer to a compre- 
hension of the strange soil in which alone they can 
grow—namely, the shut-in personality in which they 
are rooted and grounded. 

It has, I hope, been realised from what has been 
said that a delusion is far more than a mistaken 
belief on a point of fact. Delusions are symptoms 
which are wonderfully varied in their significance. 
When their significance is grave—when the patient 
really “‘ suffers from delusions ’’—they are manifesta- 
tions of an abnormal, warped attitude to life and to 
every department of it. The man who was “mad 
on one subject only ’’ was long since about to join 
the shadowy company of the poached-egg gentleman 
and the sea-serpent, but he was caught by the strong 
arm of the law and now he earns a dishonest liveli- 
hood as a tried and trusted legal fiction. 

It is, however, to our own profession that we owe 
the most startling and original suggestion for the 
investigation of delusions. It is proposed that the 
patient and the doctor who alleges delusions against 
him, along with the witnesses which either may 
desire to call, should proceed to a court of law. Here 
the patient, represented by counsel, is to be formally 
accused of “‘ having a delusion,”’ the general procedure 
being the same as in a case of alleged drunkenness. 
If the doctor can prove that the patient expressed a 
mistaken belief, the patient loses his case and may be 
certified, but if the judge decides that the belief has 
not been proved to be false, then the patient wins, 
and, presumably, an action for damages lies against 
the doctor. . Though such a~ performance might 
indeed go far towards reviving the spirit of Merrie 
England among us, yet I think that its entire lack 
of science, humanity, and common sense place it 
more fitly as a relic of the Middle Ages. 











RoyaL NORTHERN HOosPiITaL.—Presiding at the 
annual council of the governors recently, the Marquis 
of Northampton said that an important piece of pioneer 
work had been undertaken by the development of the 
treatment of cancer by means of activated fluorescein 
with encouraging and satisfactory results. Special grants 
for the continuance of the treatment have been made by 
the Cancer Committee of the Ministry of Health. Sir 
Howell Williams, who had given £35,000 towards the cost 
of a new private patients’ block, has increased his gift to 
£47,636, the amount of the builders’ contract. 


PRoGRESS OF OONTRIBUTORY ScHEMES.—The 
governors of the Royal Hospital, Wolverhampton, have 
decided that it is ‘‘ absolutely necessary” to establish 4 
contributory scheme, and a joint committee representing 
the hospital and the Eye Infirmary has been appointed to 
draw up a scheme for the consideration of the Hospital 
Saturday Committee.—Last year’s subscriptions to the 
city of Portsmouth contributory scheme amounted to 
£10,342, an increase of £841.—The contributory scheme of 
the King Edward VII. Hospital, Windsor, now has over 
27,000 members, and the amount raised last year was only 
a few pounds short of £11,000, an increase of more than 
£1200 over the previous year.—When the contributory 
scheme of Cheltenham Hospital was started, 16 years ago, 
it produced £58 ; in 1930 it raised £7152. 
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GONOCOCCAL INFECTION OF THE 
SEMINAL VESICLES. 
By Ricwarp 8S. Roper, F.R.C.S. Epin., 


FIRST ASSISTANT IN THE UROLOGICAL DEPARTMENT, KING’S 
COLLEGE HOSPITAL. 





HAvinG studied in 35 cadavers the difficulties 
encountered in catheterising the ejaculatory ducts, I 
find that the chief are: (1) poor visibility of the 
ducts; (2) yielding nature of the verumontanum ; 
and (3) resistance to passage ofa catheter along the 
duct even after perfect engagement in the orifice. 

Even if the most perfect view of the posterior 
urethra be obtained it is sometimes impossible to 
see the ducts. The procedure was first to examine 
the posterior urethra and look for the openings. 
If these were visible an attempt was made at once to 
catheterise them. If they were invisible the vas was 
exposed and methylene-blue injected while the 
posterior urethra was still in view. The openings 
were then easily recognised by the flow of the stain. 
In 19 examinations the openings could not be seen 
before injection. The reason in 12 cases was that 
they were situated behind the margin of the veru- 
montanum and faced the lateral walls of the prostatic 
urethra, the injected fluid squirting out at a right 
angle. In 16 the openings were visible most commonly 
rather to the side of the base of the verumontanum. 
Only in five cases did the openings face the observer 
as in the well-known “ diver’s helmet ”’ variety. 

It is difficult to agree with Luys,! who, in his recent 
book, maintains that the ducts are more difficult 
to see in the cadaver than in the living subject. 
The pallor of the mucous membrane and the absence 
of any kind of movement or of blood, are likely to 
be in favour of visibility in the cadaver. There is 
also no necessity for haste. 

The ureteric openings will “‘stand up to” the 
passage of a catheter, but the soft structure of the 
verumontanum is easily pushed out of view of the 
small field in which the observer has to work, or 
may be perforated by the catheter. I have confirmed 
the observation of McCarthy? and Thomas* that the 
duct turns up at an angle of 45° at its termination. 
To overcome some of the difficulties of the manipula- 
tion Mr. Schranz, of the Genito-Urinary Manu- 
facturing Company, made for me a urethroscope 
which he describes as follows. 

The instrument consists of a sheath 21 Charriére in 
circumference and nine inches long. The sheath terminates 
in a beak of a convenient curvature for introduction. At a 
distance of two inches from the distal end is a lateral opening, 
9/16 of an inch long, into which projects the lamp. This 
opening can be occluded for easy introduction by means of 
an articulated obturator. In so far, the instrument differs 
only in its small size from the American pattern urethro- 
scope. The internal arrangement of the telesco and 
catheter carrier is, however, constructed on entirely different 
principles. The catheter carrier lies at the bottom of the 
sheath—i.e., furthest away from the opening, and the tele- 
scope is on the top. With this arrangement the field of 
operation is left free and the catheter does not come directly 
in front of the objective and obstruct the view as in older 
models. Further, the articulated portion of the carrier, 
corresponding to the Albarran lever of the cystoscope, is 
tubular and therefore positive in action in both the up and 
the down movements. The latter point is of great aw 
ance when it is necessary to direct the tip of the catheter 
with precision, as in the present operation. The telescope is 
provided with a pthc h prism which deflects the optical 
axis forward in such a way that the tip of the catheter 
appears in the centre of the field when it is in the best 
position for introduction into the Spotiotes duct. The 
optical system is designed to give unit magnification at one 


inch distance in air; that is, it does not magnify but only 
transposes the image of the object. When used in fluid the 












necessary magnification =P mga owing to the difference 
in density of the two media. The depth of definition is 
restricted and does not extend beyond one inch from the 
objective. The field is sufficiently wide to embrace the 
whole of the verumontanum and the lateral fosse of 
the posterior urethra when medium distension is used. 


By means of this instrument it was occasionally 
possible to pass a No. 3 Charriére catheter far enough 
into the ejaculatory duct to inject the vesicle, but 
the successes were so few in comparison with the 
attempts that the method must be looked upon as 
of limited use from the point of view of obtaining 
the contents of the vesicle or treating it by lavage. 
No extensive use of this instrument has yet been 
made on the living subject, but it is possible that 
the ducts could be catheterised with it in some cases. 

On account of its small calibre and the precision 
with which a catheter or diathermy electrode can be 
manipulated in such a small space, this instrument 
is invaluable for any operative work in the posterior 
urethra. 

In 1905 Belfield * stated that vasotomy was the 
only means of medication of the vesicles, and since 
that time the method has been extensively used in 
America and France. From a study of the literature 
of the subject it does not appear that cases for 
vasotomy have always been carefully selected, and 
there seems at times an inclination to use this 
procedure in cases which would yield to older and 
less drastic methods. 


Anatomical Observations. 


In 1668, according to Luys,* de Graaf demonstrated 
that fluid injected into the vas reached the vesicle 
before entering the urethra. In the more recent 
literature there have been many attempts to explain 
this phenomenon. The presence of spermatozoa 
in the vesicle shows that testicular secretion reaches 
the vesicle in the same way as injected fluid, so that 
there is a natural tendency for the contents of the 
vas to flow in this direction. Although the outer 
walls of the vesicle and vas aré intimately fused at 
their junction, the opening at this point is very small, 
and immediately preceding it is the rather dilated 
ampulla. It is not unreasonable to assume that the 
thick muscular wall of the vas may act as a sort of 
pump, the contraction of which reaches its maximum 
effect in thé ampulla. Fluid expelled with increased 
force through the small hole in the vas at its junction 
with the vesicle meets the small calibre of the 
ejaculatory duct and regurgitates into the large 
opening of the vesicle. The relative size of the 
openings and calibres of the parts is diagrammatically 
represented in Figs. 1 and 2. 

At the termination of the ejaculatory duct there 
is a definite thickening of muscular tissue which 
is called by Belfield the “sphincter spermaticus,” 
and which is believed by some to offer the necessary 
resistance to produce regurgitation into the vesicle. 
In the cadaver, fluid injected into the vas enters the 
vesicle just as readily as in the living subject, so that 
the contraction of this sphincter does not seem to 
have as much influence as mechanical obstruction. 

The rectovesical layer of the pelvic fascia 
(Denonvilliers) binds the vesicles to the posterior 
aspect of the bladder and has abundant cellular 
tissue beneath it, dipping down between the coils 
of the vesicle, and also a large network of vessels 
in its meshes. Although the fascia itself is tough, 
there is ample room under it for the cellular tissue to 
swell. Jordan Lloyd® in 1889 described a peri- 
vesiculitis which he likened to periepididymitis, and 
itis possible that what he described is an inflammatory 
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condition of this tissue. The difference in symptoms 
is amply accounted for by the different anatomical 
arrangements of the vesicle and epididymis. Whereas 
the vesicle is embedded in loose cellular tissue, the 
epididymis is enclosed in a tough non-expansile 


capsule. In the first instance the condition may be 
painless and symptomless ; 
Fic. 1. in the second the disease 


of the epididymis is obvious 
from the beginning. Both 
conditions are good 
examples of the predilec- 
tion of the gonococcus for 
cellular tissue if confined 
in its surroundings. The 
vascularity of the cellular 
tissue is such a marked 
feature that it would seem 
° to influence the clearing- 
up of most cases of peri- 
vesiculitis and the occur- 
rence of rheumatism in 
chronic cases. 





Diagram showing 
relative size of 
openings into 

(a) vesicle, 
(>t) ampulla, 


 <  e DIVERTICULA. 

The seminal vesicle is one 
of the most complicated 
sacs met with in human 


anatomy, and has been thoroughly studied by 


Picker.* He gives five types :— 
Per cent. 
1. Simple straight tubes .. a -- ay 3°5 
2. Wide canal without diverticula 15 
3. Slender sinuous canal with or without div erticula 15 
4. Straight with large diverticula ° ee 33 
5. Short canal with large irregular diverticula oo 


It seems from this classification that only about 
15 per cent. of cases of infection of the interior of 
the vesicle have a good chance of efficient drainage. 
The presence of diverticula is an impediment to 
complete cure and accounts for the chronicity of 
vesiculitis: They must also have a direct bearing 
on those cases of unaccountable relapse after months 
or years of freedom from symptoms. The relapse 
may occur after coitus with a partner in whom no 
trace of infection can be found and in whom no 
subsequent infection takes place, the presumption 
being that pus is liberated from a diverticulum and 
a fresh infection of the mucous membrane takes 
place. This theory is borne’ out to some extent by 
the observation of Weisz,’ who reports a fresh attack 
of gonorrhea after simple massage of the vesicle. 

The tube bends on itself producing a number of 
shelves, and although fluid enters easily from the vas 
it is not so easy to empty the vesicles through the 
ejaculatory duct by digital pressure on the vesicle. 
In the dissected specimen it is impossible to empty 
it completely, even by firm pressure. 


LIPIODOL INJECTIONS. 


An attempt has been made to show the variations 
in the internal arrangement of the vesicles and 
ampulla of the vas by injection of dissected specimens 
with lipiodol, and although, owing to the difficulty 
of obtaining enough specimens, only 15 radiograms 
could be taken, the results are of some interest. 

The base of the bladder was removed from the 
body with the vesicles attached. All redundant 
tissue was then removed until the vesicles showed 
as thin-walled sacs. The vas was then opened at 
the point where it curves round the side of the bladder 
and injected with lipiodol (lipiodol 1 part, liquid 
paraffin 2 parts). Dr. Ulysses Williams very kindly 








took the X ray photographs and has collaborated 
with me in the interpretation of the results. 

The vesicle shows as a coiled tube varying in 
complexity. In only one specimen (Fig. 3) is it a 
simple tube, on one side only, and even then it shows 
small diverticula.. In Figs. 4 and 5 there seems to 
be partial blocking of the vesicle itself as the vas is 
injected. In Fig. 6 very little lipiodol has penetrated 
into the vesicle on one side, but this may be due to 
blocking of the vas. 

The ampulla shows a good deal of variation. 
It ju er 1g further along the vas than is usually 
supposed, as shown in Fig. 7. In these cases the 
proximal end of the ampulla would be out of reach 
of the massaging finger. The amount of dilatation 
of the ampulla is another noticeable point as shown 
in Fig. 8. Diverticula were present in 12 out of the 
15 specimens, as shown in Figs. 3, 4,5, and 7. They 
were clubbed in seven, as shown in Figs. 5 and 7. 
The ampulla of the vas’is another structure which 
lipiodol shows to be a complicated tube and one in 
which infection is liable to remain dormant as much 
as in the vesicle. Geraghty *® stresses this in an 
article on vesiculotomy in which he maintains that 
when performing this operation it is important at 
the same time to incise the ampulla. 


SPREAD OF INFECTION. 


The method of spread of infection from the anterior 
urethra to the deeper parts of the urethra has been a 
subject of debate for years. Whether it be by 
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Drawing of dissected specimen showing relative size of openings 
into vesicle and ampulla at their junction. 


lymphatics, continuity of mucous membrane, or 
blood stream is open to question. That it may arise 
as the outcome of too forcible injection during 
treatment appears not improbable. Konstam and 
Cave,® during their work on urethrograms, found in 
one case that a simple injection of the urethra with 
lipiodol gave a complete picture of the vesicles, and 
Bauer *° had a similar experience. In neither case 
is there mention of the exact amount of pressure 
used for the injection. I do not wish to argue from 
these two rare accidents that the occurrence is common 
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or that, on this account, the use of a syringe under 
proper conditions is dangerous, but it does seem to 
show that spread of infection to the vesicle may be 
much easier than is thought. 

If the spread is direct, the opinion of those who 
think that in epididymitis the vesicle is always 
infected as well is strengthened, because infection 


Fig. 3. 








Figs. 3-8 are described in the text. 


must pass across the opening of the vesicle, which, 
as is seen in Fig. 1, is comparatively large. Jordan 
Lloyd 4 pointed out that infection has a shorter 
distance to travel to the vesicles than to the epididymis 
and maintained that infection of the former is far 
commoner than is thought. This opinion was formed 
in 1889, and theré has been very little English 
literature on the subject since then until quite 
recently. 

Belfield reports a case in which he discovered 
urine in the vas, and accounts for it by the fact that 
the patient had taken exercise with a full bladder 
during an acute attack of gonorrhea, the assumption 
being that the relaxed bladder sphincter allowed 
urine to leak into the posterior urethra and carry 
infection to the ejaculatory ducts. 

Pathology.—Different degrees of inflammation of 
the mucous, muscular, and perivesicular tissues have 
been described, but mostly on clinical grounds. 
One of the conditions shown by injection of the 
vas with opaque fluids is the breaking-down of the 
partitions between the different lobes, and Barney 
states that one undivided mass (as shown in his 
radiograms) indicates this breaking down. One 
would expect this to be the beginning of the formation 
of a true spermatocystitis in which the vesicle is 
reduced to a bag of pus. 

Picker * divides his cases up clinically, according 
to his description of the internal anatomy, into those 
with good and bad drainage. Those with a simple 
tube drain easily, those with a twisted tube heal 
more slowly, and those with many diverticula become 
chronic. 


Diagnosis. 


Acute Oases.—The incidence of posterior urethritis 
is put as high as 90 per cent.1* by some authors, 
and therefore the chance of infection of the vesicles 
via the ejaculatory duct is likely to be as high as 
this. Chauvin?‘ thinks that one-third of all cases 
of acute gonorrhea have vesicleinfection. Experience 
gained during the war confirnis this incidence of 
posterior urethritis, as an attempt was made in every 


infection had spread to the posterior urethra; a 
urethritis confined to the anterior urethra was a 
rare discovery. The onset of a posterior urethritis 
may be silent, on account of the mildness of the 
inflammation produced, and during the course of 
treatment may heal completely. 
The well-known symptoms accompanying a more 
acute infection, such as strangury, difficulty in 
micturition, cessation of discharge, and perhaps 
a little hematuria during the first week of an acute 
attack, or, at another typical period, three weeks 
after infection, should arouse suspicions that the 
infection may have spread to the vesicles. I do not 
mean that the symptoms mentioned are due to 
an infected vesicle, but that if the inflammation is 
so acute as to produce such symptoms there is more 
chance of the infection having spread. I do not 
think that vesicle infection is looked for or infec- 
tion suspected often enough; serious constitutional 
disturbance at the beginning of an acute gonor- 
rhea is more frequently ascribed to a lack of 
resistance of the individual to a virulent organism 
than to infection of any particular part of the urinary 
tract. 
An infected sac in other parts of the body with 
such poor drainage as the vesicle always gives rise 
to constitutional disturbance, and it is reasonable 
to assume that the same may be true of the vesicle. 
In most cases of acute gonorrhea there is some rise 
of temperature in the evening, but if this should 
rise as high as 102° or 103°, especially with 
symptoms of synovitis, vesicle infection should be 
suspected. 

A large number of these cases are never suspected, 


Fig. 4. 








and if the anatomy of the vesicle is a simple one 
drainage is good and the case clears up quickly. 
If the condition is suspected the possibility of a 
subsequent chronic vesiculitis should be borne in 
mind and after convalescence these cases should be 
submitted to a searching examination. The great 
difficulty is the silence of the disease and the fact 
that there are no signs or symptoms which can be 
stated to be pathognomonic. On account of the 
loose covering of the vesicle a considerable amount 
of distension can take place without causing pain 
and, unless there is complete blocking of the duct, 
symptoms are not likely to draw attention to the 
infection. 

Mention must be made of those rare cases written 





case to ascertain whether on arrival in hospital 


of by Jordan Lloyd*® in which there is an acute 





spermatocystitis with blocking of the ejaculatory duct 
and spread of infection into the cellular tissue. Here 
there is at once the appearance of serious illness, with 
high temperature, perineal and rectal pain, relieved by 
emptying the bladder, and frequency of micturition. 

In the milder forms of vesiculitis, on which I wish 
to lay stress, two symptoms may be present: 
hw#mospermia—which is rare—and priapism. Pain, 
if present, is more likely to be due to an associated 
prostatitis, on account of the toughness of the 
capsule of the prostate, which resists stretching. 
Of signs there are few and rectal examination is 
disappointing, as these vesicles cannot be felt in the 
acute state. There is, however, one sign which may 
have a bearing on the condition. If rectal examina- 
tion is made with the patient in the knee-elbow 
position during the acute stage of a severe attack 
of gonorrhea, a turgescence carn sometimes be felt 
which spreads over and above the prostate, obliterating 
its characteristic outline and shape. Although no 
proof can be given for ascribing this turgescence to 
an inflammatory condition of the cellular tissue 
beneath the fascia of Denonvilliers, it seems not 
unlikely to be the case. The condition clears up 
quite quickly and the prostate regains its normal 
shape and outline. 

Chronic Cases.—The history of an undoubted 
chronic vesiculitis generally shows that during 
the original acute attack there was at some time a 
more serious aspect of the case such as epididymitis, 
high temperature, or joint pains. Cases of reeurring 
epididymitis, first on one side and then on the other, 
known to the French as “ epididymite a bascule,” 
do not appear to be common in this country, but are 


Fic. 5. 











looked upon in France as pathognomonic of vesicle 
infection. This relapsing epididymitis may equally 
well be caused by prostatic infection. The symptoms 
which may be present are a most inveterate gleet, 
chronic haziness of the urine, and rheumatism in a 
man who has at some time had a _ troublesome 
gonorrhoea. Gleet may be present alone in the 
absence of any discoverable cause. 

Microscopically the pus from the meatus may be 
mostly old and degenerated, but now and then fresh 
pus may appear which stains well. Organisms of a 
secondary infection may be present, and occasionally 
the gonococcus. On account of the intermittent 
appearance of the gonococcus, repeated examination 
for it should be made. In a case under my care 
eight months elapsed before a good specimen could 
be obtained. The macroscopic appearance of the 
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gleet varies from a thin, sticky secretion to a genuine 
vellow pus, and, characteristically, it may be absent 
for weeks and then appear again. It usually yields 
quickly to urethrovesical lavage. 

In a relapsing chronic case of gonorrhea the 
haziness of the urine, as described by Kidd,!® is very 
suggestive. This haziness is present when other 
causes of a hazy urine have been excluded and if the 





anterior urethra has been thoroughly washed before 
urine is passed. On the other hand, the urine may be 
clear, and this may be explained by the fact that the 
emptying of the vesicles is intermittent and the 
eXamination may be made soon after the vesicle has 
emptied itself. In the presence of a gleet and a hazy 
urine rheumatism is commonly present and attacks 
muscles as well as joints. Hwemospermia is an 
uncommon symptom in either acute or chronic vesi- 
culitis. It is looked upon by some as pathognomonic. 

Symptoms may be almost absent and the condition 
may come to light only in the investigation of an 
obscure case of rheumatism and the discovery of a 
hazy urine. 

The anterior urethra should be thoroughly explored 
for infected Littré’s glands and the posterior urethra 
for abscesses and pockets which drain badly. It is 
possible, though it is rare, to see pus exuding from 
the ejaculatory duct. 1 have seen this once only. 
The posterior urethroscopy should be made at least 
a fortnight before the vesicles are investigated, 
because this examination, although causing very 
little disturbance to the patient, may give the urine 
a hazy appearance which clears up in a few days. 
The anterior urethra is washed by irrigation with 
sterile saline until the washings return clear. The 
urine is then passed into a glass; it may have the 
typical haze due to pus. The bladder is filled with 
saline by Janet’s method and immediately evacuated 
by the patient. This ensures that both the anterior 
and posterior urethra are free of pus or débris. The 
bladder is filled for the second time with saline. If 
it is difficult for the patient to relax his compressor 
sufficiently to allow saline to enter his bladder an 
injection of 5 per cent. novocain into the anterior 
urethra can be held in with a penile clamp. 

RECTAL EXAMINATION. 

The next procedure is rectal examination, which 
plays an important part both in diagnosis and 
treatment. Much has been written about examina- 
tion and massage of the prostate and vesicles, and 
opinions vary from those who maintain that there 
is little to be gained by the method to those—like 
Francois quoted by Chauvain'*—who maintains 
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that he is able to differentiate five separate forms of 
vesiculitis ! 


I dec ided to investigate 35 cases in the post -mortem room 
to see whether the vesicles could be satisfactorily reached 


Fic. 7. 
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After the bladde I 
has been filled for the second time the prostate and 


has touched more than the prostate. 


vesicles are massaged together. 


14 recommends massagin 


Chauvain g prostate and 
vesicle separately and quotes abot as 
doing the same thing, and for this pur 
pose filling the bladder a third time, 
but anyone who has had experience ot 
rectal examination in these cases knows 


that such separation 18 hardly practi 


able. Some help in diagnosis is forth 
coming from the feel of the prostate, 
which is so readily palpable; tender 


ness, hardness, or even fluctuation may 
point to a prostatitis. It is, however, 
important tor the bladder to be filled 
with saline, as subsequent passage of its 
contents by the patient will wash secre 
tion away which may have fallen back 
into the bladder. Preparation is made 
for the collection in a wateh-glass of any 
secretion which may come from the 
meatus during the massage, and films 
are made from this in search for pus 
or organisins. If cultural examination 








Ly the examining finger. The cadaver was placed in a 


leaning position over the side of the table. The sacrum 
was removed, leaving the coccyx with its lateral attach- 
ments. The vesicles were then sufficiently exposed to view 
without removing the rectum. It was found that with a 


finger of average length inserted into the rectum every 
part of the vesicle could be reached in the majority of 
cases, but that the vesicles, if normal, could not be 
felt as distinct structures. In some cases, however, 
where the prostate was enlarged in the anteroposterior 
direction, the finger by no means reached the _ vesicle 
satisfactorily. Sometimes the vesicle is more vertically 
placed on the posterior surface of 
the bladder than the usually 
accepted horizontal position, and 
this may place its fundus out of 


is desired the meatus must be care 
fully cleaned with spirit, and the urine 
must be passed into a sterile bottle through a sterilised 
glass funnel. It is important to use sterile saline 
in preference to weak antiseptic, because the latter 
interferes with the staining properties of pus and 
organisms. 

EXAMINATION OF SECRETION, 


The macroscopic appearance of saline passed after 
massage of the prostate and vesicle is important and 
helpful. The fluid may be clear with solid particles 


Fic. 8. 





reach. 


Therefore, in massage of the 
vesicles, the observer must be 
absolutely sure of being able 
to reach the upper margin of 
the prostate. If this can be 
done, most efficient massage 
can be carried out. In the 
great majority oft cases of 
vesiculitis the vesicle cannot 
be felt and massage should be 
done along the upper margin 
of the prostate, as this corre- 
sponds exactly with the posi- 
tion of the vesicle. For 
palpation of the ampulla of 
the vas the beginning of the 
V-shaped portion of the pros- 











tate should be sought, as this 
corresponds with the position 
of the ampulla. Sometimes a thickening can be felt 
in this position. 

Another fact which interferes with the efficient 
massage of the vesicle is a deep perineum in a fat 
subject, when the finger may fail to reach beyond 
the middle of the prostate. 

In rectal examination of the living subject in the 
knee-elbow position, a hand on the abdomen pushing 
down the pelvic contents is a great help. A proot 
that the vesicles are often impalpable is the fact that 
indiscriminate massage of the prostate will often 
bring away the flocculent masses typical of vesicle 
secretion without the surgeon being aware that he 





The cloudiness may 
be due to phosphates or free pus. The addition of a 
little acetic acid will at once eliminate phosphates, 
but some of the fluid should be set aside for micro 
scopic examination before the acid is added. Both 
of these appearances may be due to an infected 
prostate. If the precaution has been taken of 
examining the posterior urethra, as previously sug 


or cloudy with solid particles. 


gested, and any gross lesion of that part eliminated, 
no quantity of pus is likely to come from the 
prostate. 

The most characteristic appearance ol vesicle 
secretion in saline is the presence ot large flocculent 











masses, which are often in the shape of complete 
casts. It is not uncommon for patients to remark 
that they are conscious of these masses passing 
down the urethra. They are looked upon by some 
authors as positive proof of an inflammatory condi- 
tion. They may be tinged yellow with pus or may 
be a rusty colour due to blood cells, and micro- 
scopically they may show abundant pus, blood cells, 
and organisms. Persistent haziness of the saline 
without obvious infection of the prostate points to 
vesicle infection. 

Some standard must be fixed by the pathologist 
for the estimation of the number of pus cells, as so 
to be able to detect progress or otherwise. On 
account of the difficulty which still exists, in spite 


of improved methods of cultivating the gonococcus, 1 


ordinary microscopic examination is more important. 
The specimens of pus and gonococci obtained in 
this way are often good and diagnostic. The slightest 
cloudiness of the saline should necessitate examination 
by centrifuge by the pathologist, and his opinion 
should be sought as to the presence of cells in sufficient 
number to designate pus When a case of seminal 
vesiculitis is suspected this examination should be 
repeated after an interval, if the first be negative. 
On one occasion after several months’ treatment I 
was able to express a large mass of pus from a vesicle 
quite unexpectedly. 
SPERMOCULTURE. 

The contents of the vesicle do not always show 
in the urine, and this emphasises the importance of 
semen examination. In a recent case of my own the 
urine was perfectly clear on more than one occasion, 
but the pathologist reported that 50 per cent. of the 
deposit in the semen consisted of pus. In order to 
get complete emptying of the vesicle even pressure 
from all sides, as in muscular contraction, seems to 
be necessary. Some proof of this is that secretion 
expressed by massage often does not contain pus, but 
that if fresh seminal fluid from the same patient be 
obtained pus may be present. I have found this on 
several occasions. 

In order to cultivate the gonococcus from semen 
the patient has to present himself at the laboratory, 
where he undergoes the same examination as for 
sterility. For ordinary clinical examination the 
contents of a condom will often reveal sufficient pus 
on microscopic examination to establish the existence 
of a chronic vesiculitis. It is not uncommon in 
infected cases, if the specimen be examined fresh 
in the unstained condition, for the field of the 
microscope to be filled with pus cells. There are 
still doubtful cases where an opinion has to be based 
on the number of leucocytes per field, and these must 
be left to the opinion of the pathologist. Even from 
semen in which pus is present in quantity it may be 
impossible to cultivate the gonococcus. 


Treatment. 

Acute Cases.—In acute cases the associated 
symptoms, such as septicemia and arthritis, may be 
so distressing that the patient is confined to bed. 
In other cases where local symptoms, such as deep- 
seated perineal pain, lead to rectal examination and 
the discovery of an abscess in the region of the vesicle 
drainage will be called for. 

In milder cases, if the disease be suspected, rest 
in bed is imperative. The suspicion alone justifies 
insistence upon this on account of the difficulty in 
diagnosis, the much better prognosis which follows 
rest, and the importance of preventing a chronic 
condition. Local treatment, such as irrigation of 
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the whole urethra or massage, is contra-indicated. 
If there is a great deal of urethral discharge irrigation 
of the anterior urethra should be carried out by the 
surgeon himself but, apart from this, complete rest 
in bed is essential, as for acute inflammation of any 
other hollow organ. 

Vasotomy may be tried in acute cases if the 
diagnosis is sufficiently clear, and may produce 
rapid cure, as reported by Fraser and Goldschmidt.'*® 

Chronic Cases.—The most important part of any 
treatment in chronic cases is massage of the vesicle, 
and the efficiency of this depends on the ease with 
which the vesicle can be reached. However efficient 
the massage, the treatment is likely to last months 
rather than weeks, and this should be made clear 
to the patient at the beginning. 

Before massage the bladder is filled with a weak 
antiseptic such as 1-8000 oxycyanide of mercury. 
For diagnosis and at periodical intervals it is replaced 
by saline, but for systematic treatment the antiseptic 
is better. One of the advantages of oxycyanide 
is that the solution is colourless, which enables the 
surgeon to see at once the quantity of matter 
expressed. If on each occasion there is enough 
material expressed to show as pus threads or a general 
haze due to free pus, massage is done twice a week. 
When the fluid returned becomes clearer, massage 
can be reduced to once a week. Progress is shown 
by the condition of the urine after thorough washing 
of the anterior urethra. The urine first loses its 
haze, and later the pus threads in the clear urine 
disappear. I have found instillation of 10 per cent. 
argyrol into the posterior urethra, immediately after 
the massage by means of Guyot’s catheter, a distinct 
help. A possible reason for this is that any active 
organisms expressed from the vesicle into the 
posterior urethra are destroyed by the argyrol, which 
is a non-irritating antiseptic. 

Diathermy per rectum is not effective except as a 
means of relieving symptoms, for the obvious reasons 
that it is impossible to make suré that the electrode 
covers the whole vesicle, and that the heat has first 
to traverse the rectal wall. Gonococcus vaccine, if 
given in large doses of 500 to 1000‘millions, may help, 
but by itself is useless. 

The chronic gleet generally clears up in about 
six weeks or two months and if, after another month 
or so, the urine clears, treatment can be suspended, but 
the patient should understand that relapse may occur 
and that treatment should then begin again at once. 

Prognosis by these methods is not good, and it 
is not suprising that attention should be turned to 
the more direct treatment by injection into the vas, 
which has been the accepted method in America for 
some time. The three methods are vasostomy, 
vasopuncture, and vasotomy. 

Vasostomy is a method equivalent to c#costomy or 
appendicostomy which aims at maintaining the 
opening in the vas in communication with the 
outside for several days. Stricture of the vas is 
almost certain and the method has been abandoned. 
Vasopuncture seems to be the method of choice in 
America,® 1718 but there seems far more danger of 
damage of the mucous membrane of the vas by blind 
puncture than by a small incision. Vasotomy, in 
my opinion, is the method of choice. Recent 
authors * 1°29 emphasise that both the opening in 
the vas and the coverings of the cord should be sewn 
up and that care should be taken that the injection 
fluid should not be allowed to escape into the coverings 
of the cord at the time of injection for fear of setting 
up a funiculitis. 

Clamping of the vas does not seem a sound 
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procedure, on account of the amount of pressure 
necessary to occlude such a thick-walled tube. 

The antiseptics for injection are numerous, but those 
mostly used are collargol 5 to 10 per cent., argyrol 
5, 10, and 25 per cent., silver nitrate 1 to 2 per cent., 
and silver protein (Thomas) 20 per cent. 


VASOTOMY. 

Although no large number of cases of successful 
vasotomy has been published in British literature 
there is ample evidence of the success of this small 
operation in other countries. Belfield, in 1143 
cases, had 80 per cent. of cures, Cumming '* reports 
336 cases, and Thomas 94 * with 37 per cent. of cures. 
Cumming and Glenn ?!? record 65 cases with 61 per 
cent. of cures, and Baker ?! 75 cases with 40 per cent. 
of cures. 

An important objection to the operation is the 
slight risk of stricture of the vas and consequent 
sterility on that side. Thomas and_ Birdsall,?? 
experimenting on 20 dogs, found that stricture 
occurred in half the cases of vasotomy and in only 
5 per cent. of vasopuncture. They used 5 and 10 
per cent. collargol. In the vasotomy cases the 
vas was sewn up with catgut. When stricture 
occurred it was always at the site of incision of the 
vas. This would appear to be an argument in favour 
of vasopuncture, although the vas of the dog may not 
be comparable with that of man. 

Whatever the exact function of the seminal vesicle, 
one role ascribed to it is an influence on the fecundity 
of spermatozoa. Whether this be so or not a chroni- 
cally inflamed vesicle is not one which can carry 
on its function normally, and it is possible that 
restoration of the vesicle to normal may account 
for cases reported by Luys and Cumming '8 in which 
spermatozoa, absent before vasotomy and lavage 
of the vesicles, have reappeared afterwards. In 
an analysis of 87 cases of suspected vesicle infection 
in which histological examination of the semen was 
made, Luys! found that 23 per cent. contained no 
spermatozoa, which means that in vesicle infection 
about 25 per cent. of cases are sterile. Belfield 
had sufficient confidence in the operation to operate 
on four men each with only one testicle. After 
vasotomy the semen was normal in all four cases. 
Clinton Smith,?4 who always does double vasotomy, 
reports 100 cases operated on; in 99 normal sperma- 
tozoa were present after operation. 

In rebellious cases the only alternative to many 
months’ treatment is vasotomy, and although one 
injection may not cure at once it is a great help to 
further treatment along ordinary lines. It is main- 
tained by some that after vasotomy drainage is 
better, and this is emphasised by Baker,?! who reports 
that in four cases after vasopuncture the gonococcus, 
which was absent before operation, reappeared 
afterwards. As illustrated by the radiograms, 
infection of the ampulla of the vas must be looked 
upon as a potent cause of chronicity. Except by 
very indirect means, it is impossible to reach the 
infection in this position, as the whole ampulla 
cannot be reached by the massaging finger. The 
slow emptying of the vas—except by muscular 
contraction—combined with a simple type of mucous 
membrane may account for the good results of 
vasotomy. The antiseptic may remain in contact 
with the interior of the vesicle as long as 21 days. 
The evidence of this is that urine may be stained with 
collargol or argyrol for this period after injection of 
the vas. 

There are writers who state that vesiculitis is 
always bilateral; and they advocate that vasotomy 
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should always be done on both sides. Recurrent 
epididymitis on one side only would point to infection 
of the ampulla and vesicle of that side and would 
indicate a single vasotomy. 

If sterility due to double epididymitis already 
exists, the production of another stricture higher up 
the vas does not add to the patient’s disability. 
If, on the other hand, the sterility be due to an 
inflammatory condition of the vesicle, fertility might 
be re-established. An argument in favour of earlier 
operation is that the small diverticula are less likely 
to be shut off by chronic inflammation which would 
prevent antiseptics reaching them. I do not wish 
to advocate that this little operation should be 
undertaken light-heartedly, but all authors agree 
that good technique minimises the incidence of 
stricture. 


Case Report. 


A man, aged 25 years, contracted gonorrhoea for the first 
time in India in May, 1928. He irrigated himself with 
potassium permanganate for 15 days, when the discharge 
suddenly stopped. Three days later left epididymitis 
developed, and intravenous iodine was given. Four days 
later right epididymitis appeared. He then went to 
hospital and remained there two months. The right side 
subsided, but the left, after recovering, relapsed. After 
a month in hospital some massage of the prostate was 
done and the only other treatment was intravenous sodium 
iodide. After leaving hospital he gave himself vaccines 
and reported to me that whenever he took alcohol the 
meatal discharge returned. 

He was first seen by me on Feb. 18th, 1920. There was 
then a little mucoid secretion at the meatus which contained 
only degenerate pus cells, but no gonococcl, The anterior 
urethra was irrigated and the washings contained a few 
pus threads, but one wash was sufficient to clean it. The 
urine was then passed and was hazy and contained pus 
threads. The bladder was filled with saline by Janet’s 
method. The prostate was normal in size and consistency. 
The vesicles could easily be reached but could not be dis- 
tinguished as palpable organs. In the position of the 
ampulla of the vas a pea-like body could be felt on each 
side of the middle lin« these were diagnosed as thickenings 
in the ampulla. 

The saline passed after massage contained free pus but 
no gonococci. On Feb. 20th thin pus appeared at the 
meatus and typical gonococci were found. On Feb. 27th under 
general anesthesia the posterior urethra was examined. 
The verumontanum appeared healthy, no old _ prostatic 
abscess was seen, and the ejaculatory ducts were not visible. 
From March 4th until May 2Ist the prostate and vesicles 
were massaged about every four days and, although the 
urine began to clear and the amount of secretion expressed 
as seen in saline passed after massage was far less, the 
gonococcus was still present in films from the meatus. 
In addition to massage diathermy per rectum had been 
given and also instillations into the posterior urethra of 
5 and 10 per cent. argyrol. The patient now began to 
complain of rheumatism in joints and back, and in spite 
of continuous treatment the gonococcus could still be 
found in films. The anterior urethra was carefully explored 
for any possible focus of infection, with negative result. 
A fresh specimen of semen was examined and found to 
contain almost pure pus. No spermatozoa or gonococci 
were found. 

I decided to do a double vasotomy and wash out the 


vesicles for the following reasons: (1) the gonococcus was 
still present ; (2) there was good reason to think that the 
vesicle was the part of the urinary tract infected ; (3) the 


patient had codperated fully in treatment for five months ; 
(4) rheumatism had begun and was getting worse: (5) the 
patient was sterile, following double epididymitis; and 
(6) he was very anxious to get well and resume his occupation 
in the tropics. 

On July 25th, 1929, under general anzsthesia, the right 
vas was exposed by a small incision at the lower end of the 
inguinal canal, incised, and injected with 9 c.cm. of 10 per 
cent. argyrol. The same was done on the left side, but as 
there was more resistance to the flow of the argyrol on this 
side only 5 c.cm. were injected. On both sides about 
1 ¢.cm. of sterile saline was injected before the argyrol in 
order to ascertain that the lumen of the vas was clear 
The vas was closed with 50 catgut The urine was stained 
with argyrol for a few days. All signs and symptoms 
cleared up without further treatment. 

Six months later saline passed after massage of the 





vesicles was reported as containing no pus or bacteria, 
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Fresh semen was free of pus, but there were still no 
spermatozoa. The urine was clear. 


Summary. 

1. Catheterisation of the ejaculatory ducts and 
lavage of the vesicle by this means is not practicable 
at present. 

2. During the treatment of acute gonorrhma the 
possibility of infection of the vesicles should be borne 
in mind, especially in those cases which show severe 
illness or early complications. These should be 
carefully scrutinised after convalescence. 

3. The investigation should follow the lines 
suggested under diagnosis. 

4. Indications for vasotomy : 

(a) In protracted cases lasting over five months 
in whom other treatment has been tried, especially 
if rheumatism is present. 

(b) In resistant cases in whom, owing to a deep 
perineum, it is impossible to massage the vesicles 
efficiently. 

(c) In cases where the codperation of the patient 
is doubtful during a long course of treatment and 
where the disease hinders him from continuing his 
occupation. 

(d) Where sterility is already established by 
previous double epididymitis. 
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BIRMINGHAM HospIrALs.—The report for 1930 
of the Birmingham General Hospital states that the 
financial position is now very serious. There is an over- 
draft of £20,000 in excess of the remaining unsold free 
investments, and the governors recently decided to 
promote a Bill in Parliament for the amalgamation of the 
General and the Queen’s Hospitals. A committee of three 
experts has been appointed to investigate the position, and 
representatives of the hospitals council are to discuss how 
best the financial difficulty can be removed without detriment 
to the work. In 1930 the income was £79,902 and the 
expenditure £100,779 ; in the preceding year the income was 
£82,656 and the expenditure £90,611. The report states 
that the Queen’s Hospital is in a similar position. It had 
been expected that the contributory scheme would be able 
to pay £3 a week in respect of members admitted, and the 
governors’ financial policy had been based on that assump- 
tion, but at present the scheme can pay only about half 
that amount. In-patients last year numbered 7652, an 
increase of 625; out-patients were 59,282, an increase of 
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THE IMPORTANCE OF 
KERATOMALACIA AS A CAUSE OF 
BLINDNESS IN INDIA. 


By R. E. Wrieut, C.I.E., M.D. Dus., 


LIEUT.-COLONEL, I.M.8.; PROFESSOR OF OPHTHALMOLOGY, MEDIC AI 
COLLEGE, AND SUPERINTENDENT, GOVERNMENT OPHTHALMK 
HOSPITAL, MADRAS, INDIA. 


Within the past year keratomalacia has figured 
somewhat prominently in current medical literature. 
Various features of the condition (so-called), which is 
very familiar to ophthalmologists in many parts of 
the Orient, have been presented afresh to the profes- 
sion in a more interesting light, and previously 
unrecorded clinical evidences of this deficiency- 
complex have been noted. Prominent amongst the 
papers which have appeared are those by Pillat of 
Vienna,' based on material studied in China. He has 
presented a study of keratomalacia as met with in the 
adult which, despite errors and omissions, is perhaps 
the most complete and up-to-date assemblage of the 
diverse pathological changes which go to make up 
this complicated clinical picture of deficiency disease ; 
for all practical purposes his exposition serves equally 
well for children. To my mind, however, the one 
great outstanding feature of keratomalacia is its 
enormous importance as a cause of preventable 
blindness. This aspect of the disease has not yet 
been fully appreciated, even by observers of the con- 
dition who live in countries like India, where, according 
to McCarrison,? faulty nutrition is the great basic 
cause of the bulk of the ill-health. Pillat does refer 
to it, but with scarcely sufficient emphasis; he says: 
‘** Keratomalacia of adults as well as in children ends 
so frequently in blindness in China that it represents 
also a social problem to which the attention of the 
government and officials should be turned.” ® 

I have for several years felt much more strongly than 
this on the economic question, and my experiences 
and observations extending over a decade lead me to 
state that keratomalacia is almost certainly the chief 
cause of preventable blindness in children in the 
greater portion of the Indian Empire, and where 
similar conditions of malnutrition exist in other parts 
of the world it is likely to be of similar importance. 
I say “ almost certainly,’ because it is impossible to 
prove such statements by recourse to records in a 
manner which ‘would satisfy a statistician. Figures 
for the general public are unobtainable, so we must 
form opinions from our hospital population. In so 
far as the Madras Hospital is concerned—and it deals 
with about 20,000 out-patients per annum, fairly 
representative of the South Indian population 
keratomalacia is responsible for more blindness 
amongst children than any of the other great blinding 
conditions of youth—i.e., irritant remedies, small- 
pox, ophthalmia neonatorum, syphilis, and trachoma. 
Last year, for example, 187 cases of keratomalacia 
were registered at the out-patient department. 
Dr. P. A. Narayana Iyer, in charge of this department, 
kept a special record of 95 of the more advanced of 
these in which the eye lesion threatened vision. The 
record shows that 67 were under 5 years of age, that 
total blindness occurred in 30 cases, and practical 
blindness in 70 per cent. As compared with this, 
there were 59 cases of ophthalmia neonatorum and 
lesser numbers of the other conditions mentioned 
above. In only five of the 59 was vision totally lost, 
and in only three others was it seriously interfered 
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very much more common sequel to keratomalacia 
than to ophthalmia neonatorum. This may possibly 
be associated with the fact that gonorrhea, especially 
ophthalmia neonatorum, appears to run a milder 
course in this part of India than it does in England. 

Coming first in the blinding diseases of youth, the 
importance of keratomalacia as a blinding disease at 
all ages may be gathered from a comparison with the 
position in England and Wales, where ophthalmia 
neonatorum is held to be the chief cause of blindness.‘ 
Although the actual number of blind under 5 years of 
age in England and Wales for recently recorded years 
is small (under 500 in 1911 and under 300 in 1927), 
and not half of this number is accounted for by 
ophthalmia neonatorum, still its effect calculated up 
through the different age-groups, in spite of the 
lessening effect of the death-rate, makes ophthalmia 
neonatorum the greatest single cause of blindness. 
Causes such as ophthalmia neonatorum which operate 
heavily during the first five years apparently have a 
major influence on the total number of blind persons. 

Assuming that no other massive causes of prevent- 
able blindness come into play during the later age- 
groups in the Madras Presidency, it is perhaps per- 
missible to argue that, if keratomalacia is our greatest 
cause of blindness in the first five years of life, it is 
also the greatest probable preventable 
blindness at all ages. Looking at the actual census 
figures for the Madras Presidency, 1921, we find that 
the total number of blind (37,162) is less than that for 
England and Wales for 1911; but the number of 
blind at five and under in Madras (768) is enormously 
greater, which appears to strengthen the argument. 
The Indian census report gives as its final age-group, 
** 70 and over,” and at this period we find an enormous 
rise in the actual number of blind as compared with 
the numbers in the preceding five-yearly periods. 
Such a rise, however, in a combined group of the last 
few age-periods hardly affects the question,even though 
it may be accounted for by a single cause ; cataract, 
for example, with which we are not concerned as the 
definition ‘‘ preventable ’’ excludes it. 


cause of 
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Keratomalacia, then, in so far as we are able to} 


estimate, is the greatest cause of preventable blindness 
in the Madras Presidency in the first five years of life, 
a much greater cause in these years here than is 
ophthalmia neonatorum in England and Wales. 
This position with regard to keratomalacia is not, 
however, peculiar to the Madras Presidency. The 
professors of ophthalmology at Calcutta, Bombay, and 
Lucknow, Lieut.-Colonels Kirwan and Duggan, and 
Dr. Acharya, assure me that the same is true in 
Bengal. Bombay, and the United Provinces respec- 
tively. On the other hand, Colonel Dick, professor of 
ophthalmology, Lahore, informs me that  kerato- 
malacia is practically unknown in the Punjab. One 
of the great differences between the Punjab and the 
other areas mentioned above which influences the 
occurrence of keratomalacia is that the food in the 
Punjab gives a more complete diet, as pointed out 
by McCarrison.* The inhabitants are largely wheat- 
eaters, not rice-eaters ; moreover, the Punjabis also 
consume larger quantities of milk and milk products 
and other vitamin A-bearing foods. Hence there is 
very little deficiency disease in the Punjab. 

The disease in adults, if not so frequently met with 
in India, has been well recognised, although one might 
gather from Pillat’s work that it was practically 
unknown. Undoubtedly in India the disease as 
observed in children had been much more stressed 
because of its greater frequency, but the disease in 
adults was well known and recognised in the teaching 
ophthalmic centres throughout this country. For 
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example, in Maynard’s * Manual of Ophthalmic 
Practice,” largely used by students in this country 
for a number of years, we find, ‘ the condition is not 
infrequently seen in adults.” Nor is Pillat correct 
in thinking that I omitted to give relative figures for 
adult keratomalacia, or that my recognition ot 
keratomalacia in the adult was based on Kirkpatrick's 
opinion. The disease in adults and also its relative 
frequency and importance as compared with the 
juvenile disease were well known to me, and actual 
figures are given in my annual hospital reports for 
1921 and 1922.° Now, although adult keratomalacia 
is not so common in India as it appears to be in China, 
yet the fact of its occurrence in appreciable amount 
adds still further to its influence on the total blindness 
in the country, because, unlike ophthalmia neona 
torum, it operates through all the age-periods. 


Importance of Various Vitamins. 

It is, I think, unfortunate that the name kerato- 
malacia should be used for a generalised disorder of 
malnutrition in which ophthalmic features, however 
noteworthy, are but localised 
deficiency-complex. The chief primary xtiological 
factor-—but not the only factor, in so far as our present 
knowledge goes would appear to be a lack of fat 
soluble vitamin A in the diet It had long been 
recognised that the various eye signs and symptoms 
and the many other associated pathological states 
of the body in this disorder were primarily due to 
malnutrition. Later, the whole gamut of changes was 
ascribed, perhaps prematurely, to a deficiency in 
vitamin A. To-day, however, there are some who 
consider that it is not a pure vitamin-A deficiency 
but a multiple deficiency. vears ago, in 
looking for other elements in this complex, L held and 
promulgated many mistaken ideas on the subject of 
keratomalacia, and probably continue to do so. 
Some of my former ideas were published, in connexion 
with the clinical investigations which have 
undertaken in our out-patient department for the 
past ten years, in the annual reports of the hospital. 
To-day, however, | would hardly be bold enough to 
say that the clinical condition so well known here in 
all its phases, both in children and adults, as kerato 
malacia, was even initially due to a deficiency in 
vitamin A alone. In discussing this question with 
Colonel MeCarrison recently. I gathered that there is 
much to suggest that vitamin-B deficiency may play 
a part in causing its protean manifestations. I refer, 
of course, to the earliest evidences of the deficiency 
complex ; later on, the organs and tissues damaged 
by the primary deficiency cease to play their normal 
role, and there are secondary disturbances due to 
altered function—e.g., endocrine function. It is very 
difficult, even under conditions of experimental 
research in animals, rigidly to exclude all but one 
known vitamin from the diet. In clinical investiga 
tions it is impossible to observe the effect of a steady 
insufficiency of any one essential food factor, and 
SO experimental work with human material is exceed- 
ingly hard to plan and interpret. The experimentally 
produced animal probably presents much 
truer and simpler pictures than those seen in the 
clinic. Some years ago I did not take this sufliciently 
into account, and failed to give proper credit to the 
fact that the human condition known as keratomalacia 
was a deficiency-complex involving a greater numbe1 
of factors than the experimental one known as 
xerophthalmia, and that this was sufficient to account 
for the apparent differences met with under natural 
and experimental conditions. 

In so far as human cases are 
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Various essays in experimental feeding we are at least 
able to say that crude cod-liver oil in suitable doses is 
the most effective agent in eliminating the major 
signs and symptoms of this deficiency-complex. 
This oil is probably largely effective by virtue of its 
vitamin-A content, but it also contains vitamins B,C, 
and D. There is no proof that it is the fat-soluble 
vitamin A alone in cod-liver oil which produces the 
beneficial effects in keratomalacia. Recently Dr. R. 
Muthayya of my staff has administered pure fat- 
soluble A (B.D.H.), kindly supplied by Colonel 
McCarrison to children suffering from this disease, but 
they did not improve so rapidly as they ought to 
have done on crude cod-liver oil. In all probability 
it requires an initial multiple vitamin deficiency, 
with a secondary multiple dysfunction of glandular 
structures to account for the whole picture of 
degeneration, loss of function, wasting, necrosis, 
secondary infection, and death, which we see in 
keratomalacia. It seems more than likely that the 
principal initial factor is an A-deficiency and that 
certain of the prominent clinical features are due to 
the effects of this deficiency on important tissues 
and organs of the body, such as the epithelial surfaces 
of the integument and mucous membranes and their 
glandular diverticul. 


Secondary Infection. 

Animal experimentalists appear to lay a great deal 
of stress on bacterial invasion as a primary resultant 
of vitamin-A deficiency. This vitamin may be more 
important to animals in an anti-infective role than it 
is to man, because clinically it is difficult to find much 
support for this hypothesis. In man masses of 
organisms can be found in the epithelial debris of which 
some of the discharges are largely made up, but a 
localised necrosis may occur—e.g., in the cornea— 
without any of the evidences of acute organismal 
infection. An extensive necrosis of the substantia 
propria may be present with a practically intact 
epithelium. As Pillat shows,’ a patient may havea 
most indolent undermined skin ulcer, with a minimum 
of inflammatory response, in which the ordinary 
pathogenic organisms carry on a localised and 
apparently saphrophytic existence. Organismal infec- 
tion, as the clinician understands it, is only seen 
as a@ terminal event. Children may drag on for weeks 
in a state of extreme marasmus, with recognisable 
pathogenic organisms present in large numbers in 
their usual areas of invasion—e.g., respiratory tract, 
skin, and conjunctiva—without any specific change 
taking place. Such children may be transformed in a 
fortnight by cod-liver oil—sometimes administered on a 
flannel binder when the alimentary tract is too damaged 
to retain or use it—in a way that they could never be 
if bacterial invasion were the key to the position. 

The primary pathological picture in the kerato- 
malacia deficiency-complex is one of degeneration and 
wasting of epithelial surfaces, almost as distinctive a 
process as any of the classical degenerations. There 
ig a tendency to proliferation, and metamorphosis to a 
lower type; columnar cubical epithelium tends to 
become squamous—e.g., in the respiratory tract. 
In certain situations—e.g., the skin—the pathological 
change is akin to the degenerative changes of senility. 
The clinical impression conveyed is that the effect of 
organismal attack in human keratomalacia is a late 
secondary association. Rises of temperature and 
blood changes are also probably secondary. I have 
seen numbers of keratomalacia cases, even moderately 
advanced, continue for weeks without a rise in tempera- 
ture, but it is easy to picture how fever might be 
secondarily produced. 





Some years ago thyroid extract was administered 
here as part of our routine treatment in keratomalacia, 
without knowing whether it would do good in the 
absence of cod-liver oil. We have discontinued it, 
as cod-liver oil by itself serves the purpose equally 
well. MeCarrison*® has recently demonstrated the 
histopathological changes in the thyroid and upper 
respiratory passages of white rats fed on a diet 
insufficient in fat-soluble vitamin. Presumably there 
are similar changes in the human subject, and no 
doubt the damaged thyroid plays a secondary role, 
but we do not know to what extent these changes 
are resolved by the administration of a sufficiency of 
vitamin A in the diet once they have started. The 
epithelial changes which he has described in the 
tracheal lining are probably very similar to those 
which occur in the respiratory passages in human 
keratomalacia. 


Associated Clinical Features. 

There are certain clinical features of keratomalacia 
which may perhaps be viewed in the light of chance 
associations. Prominent amongst these in South 
India is the association of keratomalacia and liver 
disease, both in adults and children. It seems to be 
more common in the adult, but then we see fewer 
cases of adult keratomalacia, and liver disease is more 
common in the adult general population. Some 
years ago I considered that this combination was much 
more than an association, and laid unnecessary stress 
on the role of the liver in this disease. It would be 
foolish to deny that the liver may become deranged 
late in fat-soluble deficiency, and, like the simple 
secreting glands of the integument and alimentary 
eanal or the thyroid, undergo definite changes in 
structure and function with the production of second- 
ary changes which in time become summated to the 
disease complex, but I now know that the liver may 
be apparently perfectly normal in advanced kerato- 
malacia, in so far as can be made out by clinical 
methods and modern biochemical tests. The oppor- 
tunity of seeing a diseased liver in a keratomalacic 
subject post mortem is rare in this hospital, and was 
not forthcoming until this year (January, 1930), when 
an adult with well-marked keratomalacia, who was 
jaundiced and whose liver appeared to be about 
normal in size, suddenly died. Even in this case I was 
only able to obtain a hurried examination through a 
‘“‘surgical’’ incision, as the friends were expected. 
The greenish, slightly roughened organ presented all 
the appearances of biliary cirrhosis so commonly 
met with here, and the microscopic examination 
showed the change to be of the typical obstructive 
type. I have no doubt that, in such Madrasi children 
as show an association of liver disease and kerato- 
malacia, the usual post-mortem finding would be 
infantile biliary cirrhosis, a relatively common 
affection in children here. 

I have pointed out elsewhere,® that a primary liver 
defect may be the deciding factor in precipitating 
generalised vitamin-A deficiency symptoms. The 
comparatively rapid onset of keratomalacia, in a 
patient living on a diet which had been efficient in 
keeping him apparently healthy until the development 
of primary carcinoma of the liver, is an example. 
It is well known that the liver stores fat-soluble 
vitamins, and perhaps it may even elaborate them. 
It is useless to speculate, as we now feel more confident 
that liver disease in keratomalacia is ordinarily a 
chance association—not the result of the deficieney— 
and the reason we see such a relatively large number 
of cases with this association is because liver disease 
in the general population is common in Madras, 
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Pillat does not lay much stress on jaundice and 
affections of the liver in keratomalacia in China ; 
perhaps cirrhosis is not so common there. He does, 
however, produce definite evidence that the liver 
function, as tested by detailed biochemical methods, 
may be normal in adult keratomalacia. Some years 
ago we tried liver feeding as a method of treatment, 
but found it inferior to cod-liver oil. 


The Conjunctive. 

Ieterus of the ocular membranes is not uncommon 
in keratomalacia in South India. Frequently the 
peculiar olivaceous effect of the characteristic smoky 
conjunctival pigmentation is superimposed on the 
vellow subconjunctival tissues, and similarly in the 
skin. Apart from jaundice, however, the kerato- 
malacic patient sometimes presents a _ subicteric 
tinge both of skin and mucous membranes, but as a 
rule the smoky discoloration predominates. These 
three factors need not, however, be confused. The 
smoky pigmentation of the conjunctiva is one of 
the most characteristic signs of the keratomalacic 
complex and may be observed in its purest form as an 
early feature in apparently well-nurtured children, 
where the pigment is seen superimposed on normal 
subconjunctival tissues. Pillat and King,'® in a 
discourse on the origin of this pigment, credited 
Kirkpatrick and myself with believing that the 
pigmentation was due to liver disturbance.  Kirk- 
patrick,'! reviewing their paper, repudiates this 
misrepresentation of his views, and I also must plead 
not guilty. Pictures illustrative of the eye signs in 
keratomalacia, made under Kirkpatrick's direction a 
number of years ago in Madras (copies of which may 
be seen in the London School of Hygiene and 
Tropical Medicine) make clearer than mere description 
the impression given to an observer of this smokiness. 
Pillat’s suggestion that this pigmentation is indicative 
of suprarenal disease, although attractive, is opposed 
by the fact that the smokiness is one of the earliest signs 
of the malnutrition complex ; in my experience it is 
often the second clear indication, night-blindness 
being the first. It is quite possible that the adrenal 
gland is affected in the keratomalacic deficiency- 
complex, since a pure uncomplicated deficiency of 
vitamin A in the food is never seen; there re necessarily 
other deficiencies associated with the A-deficiency. 
Of these the most common, in Madras at least, is 
deficiency of the B-vitamins (B and B,). According 
to MeCarrison,’? of all the organs of the body the 
adrenals are the most susceptible to insufficiency of 
vitamin B. It is accordingly reasonable to expect 
signs of adrenal derangement. Probable reasoning, 
however, from the experimental evidence at our 
disposal, suggests that the gland becomes involved 
late, when other well-known results of the deprivation 
are already in evidence. Colonel MeCarrison suggested 
that the smoky pigmentation of the eye and the other- 
wise inexplicable puffiness and cdema sometimes 
seen may be an expression of an adrenal dysfunction 
due to the effects of an associated vitamin-B deficiency ; 
we have therefore undertaken an experiment with 
yeast feeding, but so far its results have been 
negative. 

The second factor in abnormal pigmentation is the 
icteric or subicteric tinge. This is sometimes so 
marked as to give an impression of jaundice, but 
suitable biochemical tests readily prove that it is not 
true icterus. It is essentially a yellowness of the 
epithelial and subepithelial tissues. It is somewhat 
similar, perhaps, to the yellowness said to be due to 
hypercarotinemia, but makes its appearance under 
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opposite conditions. The third pigmentation, true 
icterus, has already been referred to and its frequency 
in Madras explained. 

In spite of any opinions previously expressed to the 
contrary, I have no knowledge of any ophthalmoscopie 
intra-ocular changes which might be given a place 
in this complex, excepting such changes as may 
directly or indirectly result from the corneal lesion 
Only on one oceasion have | been able to examine the 
lenses of a baby born to a keratomalacic mother, and 
these were clear. This is of interest in view of von 
Szilv’s findings of lenticular changes in the sucklings 
of xerophthalmic white rat mothers. 

In the present state of our knowledge the many 
interesting problems connected with this deficiency- 
complex are really more of academic interest than of 
practical importance to the ophthalmologist and 
public health worker. The discovery of the particular 
deficiency which is responsible for certain signs and 
symptoms is a problem which may well be left to the 
research worker who specialises in malnutritional 
disorders. That this particular malnutritional dis- 
order should be the chief cause of preventable blind- 
ness in the Indian Empire is a matter of the greatest 
economic importance, but until the population becomes 
more nearly adjusted to its food-supply, it is difficult 
to see how things can be otherwise. Meanwhile, the 
prevention of the disease is more the concern of those 
departments of Government which have to do with 
the improvement of conditions of living and with the 
food-supply of the community than of the Medical 
Department. The general practitioner or ophthal- 
mologist cannot do more than control those cases which 
come within his sphere of activities by the simple 
method of administering cod-liver oil. The issue of 
cod-liver oil on a large scale as a prophylactic measure 
in India would hardly be taken seriously by those who 
are responsible for the framing of our budgets 

The scanty references given will afford those 
interested in the subject a guide to the important 
clinical and experimental work done in this field before 
1930. 
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St. Mark's Hospira..--At the annual general 

meeting of the governors of this hospital in City-road, 

London, on March 19th, it was stated that the patients 

waiting admission numbered 130, while in the out 

patients’ department attendances were last year 1440 


more than in 192% Mr. J. P. Lockhart-Mummery said 
that during the past three or four years it had been 
possible to provide a certain number of private wards 
which had been greatly valued by the public, 93 patients 
having been admitted during the past year. It was hoped 
in the future to increase the number of those wards. Mr, 
Swinford Edwards, honorary consulting surgeon, who has 
been connected with the hospital for well over half a century, 
said that the new building was almost double the size of 
the old. Mr. J. Sandrey, the resident surgical officer, 
reported that the number of admissions for 1930 was S15. 
While there had been an increase of major operations there 
had been a relative decrease in the number of minor 
operations, owing to the recent introduction of successful 
palliative measures in the out-patients’ department. 
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IN a paper ! on asthma eight years ago I stated that 
itis commonly believed that in cases traceable to foods 
the ingested protein must pass unchanged through 


the intestinal wall, but that, excepting possibly in 
the sucking infant, there is no proof of such a leakage. 


NON-SPECIFIC 








We were taught by physiologists that normally only 
amino-acids are taken up from the intestine, but we 
now have proof that very small quantities of unchanged 
protein may be absorbed, in part by the lacteals. 
Mills,? in 1922-23, showed that when tissue fibrinogen 
was swallowed by man, it could be found in the blood 
from the finger-tip in two and a half minutes. This 
now further proved by the Kister-Prausnitz 
reaction. It might be imagined that the inflow of 
minute traces of protein into the blood of sensitives 


is 


would immunise the body against such proteins, 
but in many sensitive individuals it produces the 


opposite effect of activation. 


Recent Work. 

Oriel ® states that one group of asthmatics mani- 
fested digestive failure and excessive decomposition 
of protein material in the intestines, with putrefactive 
bacteria. He treated this condition with glucose 
and ammonia; but we are told: ‘the most effective 
way to reduce putrefaction is to introduce into the diet 
certain carbohydrates difficultly digestible or 
absorbable that they will exist in appreciable amounts 
throughout the length of the intestinal tract. Readily 
digestible carbohydrates, such as maltose, glucose, or 
sucrose, are ineffective, while lactose and dextrin 
are highly effective.’ 4 The implantation of aciduric 
bacteria normally inhabiting the intestines, such as 
Bacillus acidophilus or B. bifidus, has also been 


80 


tried. The presence of carbohydrate protects protein 
material or protein degradation products from 
bacterial action. Thus the diphtheria and Shiga 


bacilli, which form toxins in protein medium, produce 
lactic acid in carbohydrate-protein medium and no 
toxin; the B. coli produces lactic acid and no indol.® 

Oriel and Barber® have found that a proteose 
passed by the urine contains the antigen. This is 
an important fact, although the antigen cannot as 
yet be separated out. They also believe that 
‘secondary antigens,” the products of tissue damage 
resulting from the action of primary antigens on 
sensitised cells, particularly those of the liver, are 
* exereted in the urine and contained in the proteose.”’ 
These secondary antigens may be a ** denaturisation 
product of the primary antigen.” “‘ Is it not,” they 
say, “likely that this substance is, so to speak, 
manufactured on the premises, a product of their 
own tissues?”> We may call these secondary 
antigens *‘ anaphylatoxin.” It must be remembered, 
however, that if one calls the substance anaphylatoxin, 
it is usually regarded as being in the blood and 
tissues owing to the antigen having absorbed from 
them some substance which leaves them in a poisonous 
condition. 

Whatever the antigen, it is excreted by proteose, 
and they administer very small doses of this proteose 
to the allergic patient. This is another proof that 
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by desensitising the patient to the antigen.17_ Finding 
the proteose-peptone did not act well in certain cases, 
I made serum-peptone, to which a trace of agar was 
sometimes added. Karsner and Ecker? found that 
non-specific desensitisation with homologous serum 
in guinea-pigs was more effective than desensitisation 
with heterologous sera, which produced many deaths 
from anaphylaxis. Dale and Kellaway * found that 
homolegous serum was well fitted for desensitisation 
in guinea-pigs. By adding proteose-peptone to the 
serum (and agar if desired) we get anaphylatoxin 
after incubation, which in small doses desensitises. 
HOW SERUM PEPTONE IS MADE. 

I now make the serum peptone differently. 


After four hours of fasting, four or five ounces of blood 
are removed from the arm, This is very easily done. 
The arm is fairly tightly bandaged above the elbow. <A 
short but rather wide needle is used, and its base passes 
through the rubber to touch the glass tubing in a very 
narrow cork to a large sterile tube. Two or three minutes 
should be quite sufficient to draw off the required blood. 
The tube is then rotated, and left at room temperature 
until next day, when the serum is pipetted off into another 
tube. To each ounce of the serum 1:5 g. of Armour’s No, 2 
peptone is added, and sometimes a trace of agar (0-006 g.) 
which has been well boiled. At the same time about ten 
drops of chlorofrom (= 3-4) are also added. The tube is 
then put in the incubator at 37°-40° C., and left at that 
temperature for two to three hours, when the heat is turned 
off. It is left in the incubator until next day, when the 
insoluble part of the peptone will be seen right at the bottom 
and a perfectly clear fluid above. This fluid can be poured 
or pipetted off. It is slightly alkaline and contains some 
anaphylatoxin. 

Serum with agar alone was tested on guinea-pigs 
by Dr. Anrep, and he found that 2 c.cm. injected into 
the femoral vein caused considerable shock, while 
5 c.cm. of plain serum did not affect them. 


The Treatment. 

When a large number of proteins are scratched 
on the skin in groups of five, 16 scratches will give 
the results of 80 proteins, and sometimes a positive 
reaction is found, especially in children and young 
adults, to one or more proteins. I have had several 
cases wherein the withdrawal of these resulted in 
great benefit. The patient’s food must be thoroughly 
masticated. If not completely digested, some of it 
may pass unchanged through the bowel wall into the 
system, and set up disturbance. Before treatment 
is commenced the scratch test should be made with 
peptone on the arm, using concentrated peptone 
solution. If the response is slight, use the peptone 
solution more freely in treatment; if considerable, 
use it cautiously. Some say that peptone treatment 


is dangerous and must be used with great care. 
I always use care, but after thousands of injections 
have never found it dangerous, even in young 
children, who take it very well. Some American 


physicians have stated that the peptone made up 
in their own laboratories is much superior to that 
obtained in the market. 


Begin with T| 5 of the 5 per cent. solution of 
peptone and go up by Tl 3 twice a week. The 


injection, in adults at least, should usually be made 
in the vein, and a quarter of a minute allowed to 
elapse between each M 3 given. Go up to 2 or 2 
or 3 c.cm. if suitable. In some patients a maximum 
dose of ™ 20 is sufficient, continued for some time. 
Intramuscularly give 7:5 per cent. solution. If 
after 10 or 12 injections twice a week there is but 
little effect, produce a slight reaction in the patient. 
This may require 4 c.cm. of serum peptone. Each 
patient differs, and a certain percentage derive little 
benefit from the treatment. Begin the serum 
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M5 each time until 3 ¢c.cm. is reached. If the 
patient improves, say at 2 c.cm., continue at that 
dosage for some time. Usually it is best to begin 
with serum peptone after plain peptone has been 
tried. Novy and his associates found that guinea- 
pigs’ serum added to the peptone mitigated the effects 
of the latter. When patients are nervous about the 
taking of their blood, give them the serum peptone 
from another healthy person. 

I have had a good many patients in whom, after 
treatment, the asthma has been either entirely or 
practically absent for three years. In a few it has 
been absent many years, but it is difficult to say 
whether or not these have undergone a natural cure. 
Sometimes, after three or four courses of treatment 
given from time to time for a year or a year and a 
half, the asthma will cease. 

The following case will illustrate this : 


\ patient, female aged 52, Londoner, consulted me in 
July, 1925. Her father had brothers with asthma. It 
began with her at the age of 16, and has practically continued 
ever since. Cannot sleep. Uses an inhaler every night. 
No expectoration. The fit passes off quietly. She had a 
sensitive dermographic skin. She first got 14 peptone 
injections, but was no better. She was resolved to go on, 
and had serum peptone made, getting two injections a week 
when she got great relief. After two months the asthma 
began again, and she again got 8-10 doses of serum peptone. 
The asthma again ceased for some months. She had two 
further courses of serum peptone at intervals. Since 
November, 1926, she has remained quite free from any 
symptoms of asthma. 


As has been mentioned, sometimes Ml 20 of the 
peptone solution is as high as it is necessary to go. 
A rather remarkable case was sent to me _ by 
Dr. A. H. Watt. of Johannesburg. 


The patient, a male aged 67, had suffered greatly for many 
vears. He had had many treatments in different parts of 
the world and was last under Storm van Leeuwen in Leyden. 
He was tested and found sensitive to moulds. Prof. van 
Leeuwen treated him for this by inoculation, but without 
effect. He then put him in one of his allergen-free chambers, 
where he considerably improved. On returning to Pretoria 
he erected an allergen-free chamber in his own house. but 
received no benefit from it. I suggested peptone alone, 
but as he said he got a big injection of it into the gluteal 
region from a doctor in Pretoria which made him very ill, 
he was loth to have it done. He consented, however, and 
he also had small doses of ultra-violet rays. He got so 
well that, instead of going to Mont Dore as he had intended, 
he went to Scotland for a change. On his return he had 
more injections but not even up to Ml 20. He also had light 
rays. He was highly satisfled, and returned to Pretoria. 
He told me that he had always carried adrenalin with him, 
and at night had to have ephedrine and eupnine beside him. 


The next case I mention was treated very differently. 


A male, aged 42, was sent to me last summer by Dr. J. A. 
Delmege, of Weaverham, Cheshire. He had a Government 
appointment in West Africa, but was pensioned off in 1925, 
He got a severe cold which he could not shake off, and a 
terrible cough, so that he was obliged to sleep away from 
everyone else. On returning to this country, he took a dose 
of aspirin, which nearly killed him, and it brought on asthma. 
He had to go to a nursing home with asthma and bronchitis 
until 1928, and in that year had many polypi removed from 
both nostrils, which made him no better.’ He came to 
me in a very feeble state, could only walk with difficulty, and 
had much asthma and great cough. His chest expanded 
14 in. and there was considerable emphysema. He showed 
no reaction to 60 proteins. He had serum peptone for 
16 doses. From the sixth to the twelfth injection he had 
anticatarrhal vaccine subcutaneously for his bronchitis, 
from M4 up to le.cm. He had ultra-violet rays, 16 
exposures up to seven minutes each for the chest and back. 
He also had six injections of his own blood subcutaneously, 
three of 5 c.cm. and three of 10 ¢.cm. At the end of the 
treatment he was a new man. His asthma had gone: 
he was quite fit and he could walk considerable distances. 
His chest expansion had risen from 13 to 4 in. 

There was no real emphysema. It was rightly stated by 
Hurst '° that emphysema occurring in asthma may be 
deceptive. After staying the summer and autumn here the 
patient wanted a change for the winter, and I advised him 
to visit Switzerland; to choose a low altitude at first on 
account of the bronchitis, but if this improved to go higher. 


NON-SPECIFIC 














TREATMENT OF ASTHMA, [APRIL 11,1931 RQO5 








He had a very low blood pressure. He went to Montreux 
(1263 feet), then to Chateux-d’-Oex (3180 feet), and lastly 
to Montana (5000 feet), where he got on splendidly. His 
symptoms returned in the spring, however, to some extent, 
and he was treated with small doses of tuberculin which did 
very well with him. 


I may mention one other case which is remarkable 
in demonstrating that the vagus may show great 
irritation in asthma. 


The patient, a male aged 28, was sent to me by Dr. Ross 
Taylor, of Eastbourne. He was a healthy looking young 
man, very spare, and, when well, usually had a strong 
appetite. Some of his relations have hay-fever. He had 
suffered from asthma off and on for nine years and was 
negative to all tests. He had no emphysema. When an 
attack of asthma began he became sick and often vomited 
bile ; his bowels had a rapid and severe action, usually with 
diarrhoea, and he passed large quantities of practically , 
colourless urine. All these symptoms showed a_ violent 
stimulation of the vagus. The asthma came on from time 
to time and he is quite well in the intervals. We cannot 
tell what toxin attacked the vagus (if it was a toxin) but it 
may have been autogenous, I began treatment by giving 
glucose and insulin 5 units twice a day. I continued 
this for some time, but it produced no benefit. I then 
gave him 20 injections (intravenous) of peptone and serum 
peptone and also tried him with mixed coliform vaccine, 


as recommended by Coke. He also had several blood 
injections up to 10 c.cm. He got much better, but after 
I gave him Maclean’s alkaline mixture *'' he said he 


thought it did him great good, and he took it for a long time. 
He also had 16 ultra-violet light treatments up to seven 
minutes for chest and back. He remains quite well 

It is possible that the alkaline mixture had considerable 
effect in mitigating the toxin. But this must be exceptional, 
for I tried a number of asthmatics with fairly large doses of 
alkali for a fortnight and then with fairly large doses of 
nitrohydrochloric acid for a fortnight. and they nearly 
all replied that they were better on the acid, probably 
owing to stimulation of the liver. 


Results in Germany. 

The peptone injection treatment of asthma and other 
allergies is making great headway in Germany. 
On this account Herr Witte, in addition to his widely 
known peptone (which is used chiefly for bacterial 
growth), has,in conjunction with a German University, 
produced a new peptone for injection, which he says 
is much less toxic than the ordinary peptone. The 
fatal dose of the new peptone lies between 80-100 mg. 
on a 100g. rat, as against a dose of 40 mg. of the 
ordinary Witte peptone. and there are also clinical 


differences. Herr Witte has kindly sent me a quantity 
of this new peptone for trial. Last January he 
named it ‘peptone Witte special 30.” Only a 
few German authorities have information about it. 


I have been testing a 5 per cent solution. but its full 
trial will take time. It is very suecessful, producing 
no irritation, subcutaneously intramuscularly, 
and is quite satisfactory intravenously, but in the 
latter instance must be used rather cautiously. 
It contains the various proteoses, is very soluble in 
water or saline, and makes a good serum peptone. 
Herr Witte is pleased that *‘ peptone Witte special 
30” should be introduced to the profession in England. 


or 


Many German physicians have more recently 
described at great length their experience with 
peptone. Lately Drs. Petow and Wittkower '? (with 
Prof. W. His, of Berlin) gave a minute description 


of the desensitising therapy of bronchial asthma. 
They say that the value of the skin test trials for 
recognising specific allergens that cause asthma is, in 


their opinion, apparently over-estimated for the 
therapy of asthma. Without knowledge or con- 
sideration of a specific allergen, good results are 


obtained with non-specific desensitisation. With the 
lack of knowledge of the specific allergen the non- 
specific desensitisation with peptone or tuberculin 
gives approximately good results. They tried 176 


* Formule from Allen and Hanburys. 
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cases, and with peptone the good results were 60 per 
cent., and with tuberculin 50 per cent. The number 
of patients treated with peptone was 41, and 24 per 
cent. were free from asthma; 27 per cent. were 
greatly better ; 29 per cent. were considerably better ; 
and 20 per cent. were not improved. In the case of 
tuberculin, the number treated was 54, of whom 26 per 
cent. were rendered free of asthma, 26 per cent. were 
greatly better, 32 per cent. were considerably better, 
and 17 per cent. were not improved. Another very 
recent and long paper by Dr. Erie Urbach ' (with 
Prof. W. Kerl, in Vienna) appears in the same journal. 
He states that Luithlem substituted for the Witte 


and Armour peptones a mixture of animal and 
vegetable peptones, with much better results, a 
combination which I had _ first recommended.’ 


I have not used this combination for some time, but 
it may be worth while attempting it again. 

Prof. Umber,'® of Berlin, states that “long years 
of clinical experience coincide completely with the 
results of Petow and Wittkower.”” ‘In my clinic.” 
he writes, “we almost exclusively the sub- 
cutaneous treatment with peptone, not only for 
asthma, but also for allergic diarrhoea, urticaria, &c. 
We are extremely satisfied with this method of non- 
specific desensitisation, having practised it for five 
years, and it is highly advisable to recommend same 
to practitioners.” Dr. Loeb !° states that “in asthma, 
after peptone injections, in about one-third of the 
the attacks have quite subsided, so that the 
patient is practically healed. In other cases the attacks 
have much diminished. Very effective results in allergic 
diseases have been reported by numerous authors.” 

From the foregoing remarks it will be seen that 
non-specific treatment must enter largely into that 
of asthma. Specific treatment is best when the 
allergen is discovered, which is not often, but even 
in this case it is better to use also the non-specific 
for some time, as the patient may fall a victim to 
another allergen. In fact, most patients who suffer 
from one allergen also suffer from others. Peptone 
and serum peptone are probably the best, as they 
cause no anaphylaxis and are suitable for all cases, 
however much they differ, though in some cases they 
fail. As the work of Oriel has shown, the proteose 
of the patient takes up the allergen and exeretes it, 
which alone is a sufficient reason for the injection of 
peptone. 


use 


cases 
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TORBAY HospiraL.—Last year there were 1941 


in-patients, an increase of 273. Their average stay was 22-08 
days and their average daily cost was 8s. Notwithstanding 
that the ordinary expenditure increased by nearly £2000, 
reaching a total exceeding £17,300, the hospital paid its way, 
thanks to an increase of over £3300 in the ordinary income. 
What the report describes as ‘‘ this really wonderful result ”’ 
is mainly accounted for by the growth of the contributory 
scheme which last year increased by £2822 to £5475. 
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X RAY TREATMENT OF PITUITARY 
DISEASE. 


FrRANGCON ROBERTS, 
M.R.C.P. Lonpb., 


PHYSICIAN IN CHARGE OF THE X KAY DEPARTMENT, 
ADDENBROOKE’S HOSPITAL, CAMBRIDGE, 


By M.D. Came., 


THE pituitary body perhaps appears at first sight 
to be unfavourably situated anatomically for X ray 
therapy. In two important respects, however, its 
position is singularly fortunate. First its central 
position no more than 8 em. from the temples and 
forehead allows it to be readily subjected to cross-fire 
radiation from several directions. Secondly, it is 
surrounded on all sides by nervous and bony tissues 
which, themselves highly resistant to radiation, 
provide an ideal material for the production 
of secondary scattered rays which considerably 
supplement the primary rays issuing from the tube. 
The one possible disadvantage, the risk of depilation 
of the scalp, can be avoided by suitable adjustment 
of the dose and even if depilation occurs it must be 
accounted a small price to pay for alleviation from 
serious pituitary disease. 

To Béclére! belongs the credit for having in 1909 
the first to irradiate the pituitary. One of 
his patients was alive 20 years after treatment was 


been 


begun. Schlesinger ? found that subjective symptoms 
and somatic changes in acromegaly were improved 


and also good results in diabetes insipidus. 
Nobécourt, Duheim, and Bize * reported considerable 
though only temporary improvement in a boy of 7 
who had lost his sight through a tumour of the sella. 
Vision was in some measure restored, headache 
disappeared, and vomiting Nemenoyv and 
Jugenburg * obtained improvement in the 18 cases 


got 


ceased. 


Fic. 1. 
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Fields of vision Sept. 18th, 1929. 


of pituitary disease which they irradiated. Headache 
disappeared and in some cases vision showed remark 
able improvement, those who at first were almost 
blind being subsequently able to read and do fine 
hand work. While their most successful cases were 
those of adenoma of the anterior lobe, they claim 
improvement also in dystrophia adiposo-genitalis 
Cerni and Gejnisman® found similar results as 
regards acromegaly but less constant improvement 
in dystrophia adiposo-genitalis. Where the ophthalmic 
symptoms were already advanced there was no 
permanent improvement. Magnus ® out of 34 cases 
obtained the best results in benign adenomata of 
the anterior lobe. The results were less good in 
acromegaly, endotheliomata, and cysts. Hamann ’ 
found six out of ten cases favourably influenced as 
regards vision and the general condition. Griffith 
reports enlargement of the fields and disappearance 











THE LANCET, | 


of symptoms in a case showing bitemporal central 


scotomata following X ray treatment which was 
administered by Beéclére. Béclére * considers that 


adenomata of the anterior lobe show the best results 
and since these are by far the commonest tumours, 


Fic. 2. 





Fields of vision June 7th, 1930, 


X treatment should in all cases be tried first. 
He quotes Cushing in support of this view. Sgalitzer !° 
finds that benign tumours need less treatment than 
malignant. Cystic are refractory, while 
dystrophia adiposo-genitalis is rarely benefited. 
There therefore a consensus of opinion that 
adenomata of the anterior lobe are readily influenced 
by X rays and that in other conditions improvement 


ray 


Cases 


1s 


is less certain. The comparative failure of X ray 
treatment in adiposo-genitalis is not surprising in 
view of the fact that this condition is generally 


believed to be due to atrophy and not to hypertrophy 
of the pituitary. 

As regards dosage, most of the radiologists quoted 
above give about 80 per cent. of the erythema dose 
at 180 k.v. (kilovolts) heavily filtered through the 
temporal and frontal areas. It is significant however, 
in view of the general advocacy at the present day of 
high voltages, that Béclére employs a peak voltage 
no higher than 100 k.v. 


RECORD ASE. 

A youth, aged 19, height 5 ft. 8 in.. weight 11 st. 2 Ib., a 
butcher's assistant, was admitted to Addenbrooke's Hospital 
on July 26th, 1920, under Dr. G. S. Haynes. He gave a 
history of having injured his head through a bicycle accident 
three years previously. He said that he had no energy and 
wanted to sleep all the time. He was always hungry, ate 
ravenously, and was rapidly putting on weight. He com- 
plained of headache which was worse in the morning and 
aggravated by stooping. There was no vomiting. no polyuria, 
no sign of acromegaly. Vision had been failing for some time 


and was now very defective. Bitemporal scotomata were 
found in both eyes. (See Fig. 1, and note by Mr. Cooke 
below.) Radiographic examination showed irregularity 


and great enlargement of the sella turcica with erosion of the 
clinoid processes. (In Fig. 3 the appearance of the sella 
is reproduced in its actual size.) It was therefore clear 
that the condition was due to pressure upon the optic nerves 
by a tumour of the pituitary. 

Treatment with X rays was begun in August. 1929. Once 
a fortnight 80 per cent. of an erythema dose at 180 kv., 
filtered through 0-5 mm, of copper and 1 mm. of aluminium, 
was given through the temporal fields alternatively, the field 
being circular with a diameter of 5 cm. After two applications 
vision began to improve, headache disappeared, the patient 
was less sleepy and his appetite had diminished. Examina- 
tion of the fields of vision at intervals showed a steady 
and well-marked diminution of the right scotoma and a 
slight improvement in the left. The condition on June 7th. 
1930, is shown in Fig. 2. Subsequent X ray therapy pro- 
duced no further improvement in the fields owing doubtless 
to the fact that some of the optic fibres were permanently 
atrophied. 

Biochemical investigation (Dr. C. G. L. Wolf) revealed 
in March, 1930, an increased sugar tolerance which became 
less in the following seven months. Basal metabolism 
was +4. Meanwhile all symptoms other than ocular had 
disappeared and vision had so far improved that during 
the summer of 1930 the patient was able to brave the 
perils of the streets on an ice-cream tricycle. In December 
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a slight relapse occurred but this readily yielded to a few 
doses of X rays. At the present time 131) 
the patient perfectly well, and is work but 
unfortunately is unable to find any. 


(February, 
feels fit for 

The readiness with which this patient has responded 
to X ray therapy makes it probable that he is a case of 
simple adenoma of the pituitary. The main interest 
in the case, apart from the material improvement, 
lies in the fact that repeated examination of the fields 
of vision has proy ided an accurate gauge of the effect 
of treatment. 


NOTE BY MR. ARTHUR COOKE. 

April, 1927, 
and found to be 6/6 in each eye with a small degree 
of hypermetropia. In November, 1919, R.V.—6 
kW than 6/60.  Well-marked — bitemporal 
scotomata were present measured Elliot’s scoto 
meter and recorded in Fig. 1. This condition pointed 
to an intrasellar pituitary 
optie chiasma. 


This patient’s vision was tested in 


I8; 


less 


tumour pressing on the 
The remarkable improvement in the 
scotomata after six months X ray treatment is shown 
in Fig. 2. Vision improved to R. 6/6, L. 6 60. 
Reading small type was very slow at first owing to 
the scotoma in the right eve being equivalent to a 
partial right hemianopia, where the letters can only 
be picked up separately as if one were reading with 


Fic. 3. 














sella turcica, The black 


Lateral radiographic view of the 
] and depth. 


lines show its length 


a moving sheet ot paper always covering the letters 
to the right. This has improved so much now that 
reading proceeds ata normal pace. 
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CLINICAL AND LABORATORY NOTES 


NOVASUROL AND HEART FAILURE 
IN GRAVES’S DISEASE. 


By J. R. Armstrronc, M.B. Camp. 


Tue following case of Graves’s disease is of interest 
for several reasons. In the first place the disease 
was of long standing and, although very pronounced, 
was not progressing; the patient suffered relatively 
little inconvenience and was able to live a quiet life 
in comparative comfort. In April, 1930, she suffered 
from an attack of acute bronchitis, and from this date 
her trouble really began. With the advent of 
bronchitis she developed auricular fibrillation, and 
alarming odema rapidly followed, which was so 
acute and extensive that I regarded the condition as 
almost hopeless. The patient was treated with 
digitalis, diuretics, and novasurol in particular, and 
the result obtained with the latter drug is recorded, 
as it appeared to be of particular interest. The 
subsequent history of the case is also of interest in 
view of the 
return of the 


was given and followed by the passage of 72 oz. of urine 
in the next 24 hours. On the 13th a further similar dose 
was given and the patient passed 80 oz., the pulse-rate 
falling to 98. By this time her condition had considerably 
improved and the ascites had almost completely disappeared. 
The upper limbs were free from oedema, the voice was no 
longer husky, and swelling was confined to the lower limbs. 
A further dose of novasurol was given on the 16th and the 
patient passed 64 oz. of urine; thereafter steady progress 
was maintained. On July 7th she was free from 
cedema, the pulse-rate was 76, and she was able to 
walk short distances. On the 14th she went to the 
seaside to convalescence and I heard no more of her until 
August 23rd, when a relapse occurred. On August 25th 
the patient died, and on the 27th I made a post-mortem 
examination. 

The body was emaciated, the abdomen discoloured and 
enormously distended, and cedema was present from the 
legs upwards to the tissues over the lower ribs. Several 
pints of free fluid were present in the abdomen, and free 
fluid was also found in the pleural cavities. Examination 
of the internal organs revealed an enormously large and 
vascular thyroid, edema at the bases of the lungs, congestion 
of the liver and kidneys, and an enlarged heart weighing 
26 oz. The latter showed dilatation of all chambers and 
hypertrophy of the right side ; the cardiac muscle appeared 
to be healthy and the coronary arteries normal. The 
aorta also showed no signs of disease. Death had occurred 
from heart failure. 








heart failure, 
the sudden 
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under my care in 40 

November, 1929, 
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height, and had Chart showing decline of pulse-rate and increase of urinary excretion (in ounces). The decimal figures 


averaged 7 st. 7 Ib. 
in weight. Ex- 
ophthalmos and 
tremor were marked, and in fact all the classical signs of 
Graves’s disease were present. Until April, 1930, she had 
been walking about without discomfort, her weight had been 
stationary, and she had been under regular observation. 
At the end of April, however, she developed acute bronchitis 
and was confined to bed for three weeks, at the end of 
which time, although the chest condition was satisfactory, 
the pulse-rate suddenly increased and the general symptoms 
became aggravated. (Edema of the ankles was first noticed 
and spread as far as the knees, the patient improving after 
treatment with rest and digitalis. 

During the period of convalescence, however, while the 
chest continued to improve, the heart began to dilate, and 
on May 26th auricular fibrillation was first noticed. (Xdema 
of the lower limbs rapidly followed and quickly became 
generalised, the abdomen becoming acutely distended and the 
urinary output continuing to fall. Dyspnoea was not con- 
spicuous, the chest was full of moist rales, and the patient 
continually cleared her throat of mucus and brought up 
small quantities of frothy sputum. As her condition was 
somewhat desperate, venesection was performed and several 
ounces of blood removed, and digitalis was given in 3i doses 
three-hourly up to half an ounce. On the 29th novasurol, 
0-5 c.cm., Was given intramuscularly and the urinary output, 
which had hitherto been approximately 30 oz. per day, 
rose on the 29th to 64 oz. and on the following day to 
70 oz. Digitalis was now given in smaller doses, together 
with ammonium chloride grs. 15 four-hourly. On June Ist 
the pulse-rate was 118, the urinary output measured 32 oz. 
and 1 c.cm. of novasurol was given, and in the next 24 hours 
58 oz. of urine were passed. On the subsequent days— 
namely, June 4th-8th—the daily urinary output only 
averaged 34 oz. On the 9th novasurol, 0-5 c.cm., 


show the amount of novasurol given (in ¢.cm.). 


Apart from the usual findings in such a case, the 
clinical interest lay in the diuresis following injections 
of novasurol which occurred earlier in the history, 
and in the fact that with this particular case 0-5 ¢.cm. 
was as effective as 1-0 c.cm. 


ACTION OF THE DRUG. 

Novasurol appears now to have obtained a definite 
place in the treatment of cardiac disease with 
obstinate oedema. Since its introduction by Zeiler, 
in 1917, for the treatment of syphilis, its therapeutic 
value as a diuretic was first observed by Saxhl and 
Heilig, and it has recently been used with success in 
America by Keith, Barnes, and Whelan, who have 
shown that it is more effective if combined with a 
low salt and low fluid intake and ammonium chloride 
in large quantities. 

Nonnenbruch, by experiments on medical students, 
has shown that in normal persons after the administra- 
tion of 2 c.cm. of a 10 per cent. solution of novasurol 
there is a great elimination of sodium chloride and 
water, and that the drug resembles theophyllin in 
this respect. The effect of the drug, he found, 
passed off in 10 to 12 hours, when compensation was 
effected by retention of water and sodium chloride. 
The superiority of novasurol over theophyllin, 
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however, is shown by the fact that novasurol still 
acts on the organism which has been rendered poor 
in water and sodium chloride by previous salt-poor 
days or by sweating; theophyllin does not act in 
these circumstances. This work has also been 
confirmed in America by Marvin who, although 
sceptical of the enthusiastic statements in the litera- 
ture about novasurol, yet found that in those cases 
of heart disease which were characterised by large 
amounts of edema and which had no evidence of 
renal disease, diuresis followed the injection of 
novasurol when it had ceased after full digitalisation. 
The same applied to cases treated with theophyllin, 
novasurol always causing a further diuresis whilst 
the converse was rarely, if ever, obtained. The 
results in these cases were determined by measure- 
ment of the urinary volume, reduction of the oedema, 
and changes in body-weight. 

East and Bain recommend the use of novasurol 
in cardiac failure when treatment with rest and 
digitalis has first been tried and when massage and 
xanthine derivatives have been employed without 
success. In the case here described this was the 
procedure adopted, but it was not until novasurol 
and ammonium chloride were given that any great 
difference in urinary output occurred. The mode 
of action of the drug is not yet clearly understood. 
It is known that small doses of calomel have a 
diuretic action, and this is supposed to be due to the 
irritating action of the mercury on the renal 
epithelium. The variable absorption of calomel, 
however, makes it unreliable for this purpose, and 
this may be why the drug fell into disuse and neglect 
after it had been previously introduced in the treat- 
ment of cardiac failure in the latter part of the 
eighteenth century. In 1886 Jendrassik reintro- 
duced it, and it has been used ever since. Diuresis 
has been shown by Flexseder to occur in rabbits 
after the administration of mercurials, and this 
observer considered that mercury lessens the absorp- 
tion of food-water from the small intestines and that 
water reaches the large intestine in excessive quantities 
and is absorbed, then acting asa diuretic. It has been 
pointed out, however, that this does not explain the 
absorption of exudates. 

Novasurol, which contains 33-9 per cent. of 
mercury, is thought by Saxhl and Heilig to diminish 
the affinity of tissue colloids for water and chlorides, 
which accordingly pass into the blood stream and 
temporarily dilute it. The glomeruli filter out 
chlorides and water together with the other 
constituents of the urine, but these instead of being 
normally reabsorbed by the tubular epithelium, 
pass out, reabsorption not taking place owing to 
diminished affinity of the latter. Crawford and 
MeIntosh found that after the administration of 
novasurol dilution of the blood occurred, that an 
increase in the chloride percentage preceded the 
diuresis, and that both of them fell during the 
diuresis. 

The administration of adequate doses of ammonium 
chloride or ammonium nitrate is advocated by Willius, 
as he found that satisfactory results could not be 
obtained otherwise. This has been confirmed by other 
observers. After the administration of ammonium 
chloride two characteristic changes occur in the blood 
plasma, one in the carbon dioxide combining power 
and the other in the chlorine content, and it has been 
shown that the urine during diuresis always shows a 
hydrogen-ion concentration below 6-0, varying from 
58 to 4-6, the urine becoming decidedly more acid 
in two to six days after the administration of 
ammonium chloride. 
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Keith has shown that when the chlorides in the blood 
are low, mercury compounds fail to produce diuresis, 
and he considers that the greater and more constant 
diuresis obtained by the combination of novasurol 
with ammonium chloride is due to the increase of 
the chlorine content in the tissues rather than to the 
decrease in the alkali reserve. Whatever may be the 
correct explanation, however, it appears that 
novasurol, when combined with ammonium chloride, 
is decidedly more effective than when given alone, and 
that the combination of the two drugs frequently 
exerts a powerful diuretic action in cases where other 
measures have proved unsuccessful, In this case no 
toxic symptoms were observed after the administra- 
tion of the drug, and the patient experienced no pain 
over the sites of the injections. 
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INEFFICACY OF LIVER TREATMENT IN 
ESSENTIAL THROMBOPENIA. 


By L. J. Witts, M.D. Mancn., M.R.C.P. Lonp., 


ASSISTANT PHYSICIAN, GUY'S HO®PITAT 
RESEARCH FELLOW. 


; WILL EDMONDS 


Tne changes in the blood-platelets in pernicious 
anemia after liver therapy have been carefully 
studied by Nittis.1 The platelets are much diminished 
in the active phase of the disease. On treatment with 
liver they increase in numbers, reaching a level higher 
than normal, after which they decrease to normal 
values. The highest count usually occurs several 
days after the maximum reticulocyte crisis. There 
is no gross correlation between the increase in numbers 
of the platelets and that of the erythrocytes, the 
leucocytes, or the reticulocytes. Cramer? in 1929 
suggested the treatment of essential thrombopenia 
by liver. This suggestion was based not only on the 
increase of platelets in pernicious anemia so treated, 
but also on Cramer and Drew’s experinients? on 
rats, in which the production of platelets was 
stimulated by vitamin A and ultra-violet light. 
Successful treatment of essential thrombopenia 
with liver has been reported by Mondon,‘ 
Holboll,® Jacob and Clapperton,® and Box and 
Massingham.? 

In the present paper I am reporting the results of 
liver treatment in five carefully chosen chronic cases 
of essential thrombopenia. None was benefited, and 
in my opinion liver is of no value in essential throm- 
bopenia. The published records of successful cases, 
to which I have referred, provide no evidence that 
the liver in any way affected the patient’s recovery. 
All were isolated acute cases, and it is well known 
that the majority of cases of acute essential throm- 
bopenia spontaneously get better. Proof of a 
therapeutic action of liver in acute essential throm- 
bopenia would necessitate a large series of cases, and 
an equally large series of controls. Recently I had 
an acute case under my care, and was careful that no 
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specific treatment should be given. 
recovered rapidly and completely. 


The patient 


A boy, aged 3, developed a boil on the left side of the 
neck. Three weeks later he had a coarse purpuric eruption, 
one or two of the patches breaking down and ulcerating, 
and his nose bled. The spleen was not palpable. The 
blood count was: red cells, 4,470,000 per c.mm.; white 
cells, 8100 ; haemoglobin, 74 per cent. ; colour-index, 0:8 ; 
the differential count was normal; platelets were reduced 
to 12,000 per c.mm.; the bleeding time was much pro- 


longed. The boil was incised, but there was no other 
treatment beyond ordinary nursing care. A week after 
admission the platelets had increased to 23,000; a month 
after admission they were 256,000 per c.mm., and the 


bleeding time was normal. 

Few maladies can inspire us with a more urgent 
desire to institute active treatment than acute 
essential thrombopenia. Few are more liable to the 
fallacy of post hoc, propter hoc. It undesirable 
that in brief and dangerous an illness the 
physician should rely on a therapeutic measure of 
unproved worth. It is clear that the value of liver 
is at any rate not proved in acute essential throm- 
bopenia, while the following cases conclusively show 
that it has no action in chronic essential thrombopenia. 


1s 


sO sO 


Case 1.—A woman, aged 54, has suffered from recurrent 
attacks of purpura and epistaxis since she was years 
old. She was admitted to hospital after an epistaxis 


lasting 12 hours. There were several purpuric spots, and 
she bruised very readily. The spleen was not palpable. 
The only abnormality in the blood count was a diminution 
of the platelets to 27,000 per c.mm. She was treated with 
liver extract for four months without any demonstrable 
effect on the platelet count, and another severe epistaxis 
then occurred. No change occurred on omitting the liver 
treatment. 


CAsE 2.—A man, aged 50, has been attending Guy’s 
Hospital with essential thrombopenia and secondary 
anemia for 25 years. He is hardly ever free from slight 


epistaxis and melena, but tolerates his disability very well 
and steadfastly refuses splenectomy. The bleeding time is 
much prolonged, and the spleen is easily palpable. At no 
time have I been able to find more than 15,000 platelets per 
c.mm. He was treated with liver extract and whole liver 
for four months without improvement. 


CasE 3.—A man, aged 20, was one of a family of five 
children, three of whom have suffered from essential throm- 
bopenia. A sister died from hemorrhage at the age of 5. 
He had suffered from epistaxis and melwna for 15 years. 
He had never had purpura, but bruised readily. The 
spleen was not palpable, but the bleeding time was pro- 
longed. His platelets were 30,000 per c.mm. He was 
treated with liver extract and whole liver by mouth for 
three months. The platelets underwent no improvement, 
and he had two severe epistaxes. He was readmitted to 
‘hospital for splenectomy, and died 36 hours after operation. 


Case 4.—A boy, aged 7, brother of the above, has suffered 
from bleeding from the gums and purpura since he was 4. 
His platelet count fluctuates between 10,000 and 90,000 
per c.mm.° He has had rather irregular treatment with 
liver without improvement. 

CasE 5.—A man, aged 37, developed a severe secondary 
anemia and thrombopenia, with purpura, hemorrhage 
from the gums, and small cerebral hwmorrhages, after 
treatment of a chronic prostatitis. He was at first thought 
to have septicemia, but improved greatly with a series of 
transfusions. Thrombopenia and secondary anzemia per- 
sisted. He was treated for two months with liver and liver 
extract, but the platelet count was unchanged and small 
hemorrhages were continually present. I am unable to 
decide whether he is suffering from essential thrombopenia 
or a chronic aplastic anemia. 


In all five cases the platelets fluctuated in numbers 
during the liver treatment, as they do in untreated 
cases, tending to rise a little after hemorrhage and 
sooner or later falling again below the critical level. 
In no case was there any permanent increase in the 
number of platelets, and all bled during the liver 
treatment. One must conclude that liver has no 
specific power to increase the number of platelets, 
and that the rise in platelets which accompanies liver 
treatment in pernicious anemia is secondary to the 
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improvement in the functions of the marrow on the 
resumption of normal erythropoiesis. 
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A CASE OF DISSECTING 


BY J. L. 


HOUSE 


ANEURYSM. 


M.B. Epry., 


SURGEON, PETERBOROUGH 
MEMORIAL HOSPITAL. 


SWANSTON, 


LATE AND DISTRICT 


AN engineer, a well-nourished and well-developed 
man aged 54, was admitted to hospital with the 
following history. In the morning he was carrying 
a pail of coals when a sharp cutting pain in his 
stomach made him sink to his knees and then on the 
floor. The pain started in his back and went round 
his stomach. It was continuous and severe—he 
writhed in agony. He felt sick, but did not vomit. 
He had had a sharp pain in his stomach 14 days ago 
while working. He had always been active and 
healthy. He had no urinary or biliary symptoms. 
Appetite was good, no indigestion, bowels regulat 
and opened that morning. 

Condition on 


admission.—Temp, 96-8° F., pulse-rate 66, 
respirations 28. 


Patient writhing in agony, groaning and 
short of breath. Pain all over stomach. Abdominal 
excursion, with respiration; large. umbilical reflex 
absent, slight hyperesthesia allover. Percussion tympanitic 


except in right flank, where dull. Liver dullness sixth 
space to costal margin. Abdominal musculature very 
rigid, despite deep breathing. Tongue dry and slightly 
furred. Pupils equal, reacting briskly to light ; knee-jerks, 
left, + ; and right, + +. Respiratory system: slight 
dullness right side; vocal resonance+, vesicular breath 


sounds ; no accompaniments. Cardiac system : 
sixth space, 44 in. out; sounds closed. Urine: 
albumin, pus, or bile by ordinary tests. 

It was decided to operate, but a mid-line incision failed 
to reveal any abnormality and the abdomen was closed. 
The patient’s condition remained unchanged and pain was 
controlled by morphia. On the following afternoon he 
‘‘was feeling much better’ but after a wash he suddenly 
became pale and dyspneeic and died. 

At autopsy the right thoracic cavity contained one gallon 
of clotted blood which was displacing the lung and heart 
well over to the left side. The posterior mediastinum 
contained extravasated blood and the root of the lung 
showed a tear posteriorly and the pleural surface was 
otherwise healthy. The alimentary system was healthy 
and the stomach very large. The extravasation in the 
posterior mediastinum was seen to extend down the spinal 
column along the aorta and common iliacs to their bifurca- 
tion. The aorta admitted no more than the tips of two 
fingers at any part. It had atheromatous changes most 
marked in the abdominal portion. At the junction of the 
arch and thoracic portion was a T-shaped rupture of intima 
and media coat. About the middle of the abdominal 
portion was a second rupture; it was 2}-3 in. long and in 
the long axis of the aorta. The intima and media coats 
were separated from the tunica externa by clotted blood 
from a few inches below the lower rupture to the upper one. 
Extravasated clotted blood was abundant around the aorta 


apex-beat, 
no sugar, 


but the point through which it had passed the tunica 
externa was not found. 
The heart was enlarged and dilated. The pulmonary 


and aortic valves were competent, with slight thickening 
of the mitral cusps. All the arteries had thickened walls. 
The kidneys showed a fine degree of chronic interstitial 
nephritis. Lungs and liver were congested. 


This case brings forward the difficulty in diagnosing 
a dissecting aneurysm. The sequence of events can, 
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however, be easily followed. A sudden slight increase 
in the blood pressure caused the aorta to stretch, 
but the inner walls being caleareous and less dis- 
tensible than the elastic outer wall, ruptured at the 
site of greatest strain—outside of the bend (arch) 
and the large area (abdominal portion), the pressure 
of the blood then tracking into and through the walls, 
and eventually finding a spot to burst into the pleural 
cavity at the root of the lung. The abdominal pain 
and rigidity was referred from this area of extravasating 


MEDICAL 


TUBERCULOSIS ASSOCIATION. 


AT a meeting of this society held at Oxford from 
Thursday, March 26th, to Saturday, the 28th, the 
Thursday session was chiefly occupied with a dis- 
cussion on Stereoscopic Radiography (see p. 822). 
At the morning session on Friday a discussion on the 


Natural Processes of Healing 


in pulmonary tuberculosis was introduced by Dr. M. 
JAQUEROD, of Leysin. Rest, hygiene, and diet as 
methods of treating tuberculosis were now, he said, 
being relegated to a secondary position. All treat- 
ment tended towards collapse therapy, and those 
who believed in inducing an artificial pneumothorax 
early were in the ascendant. Radiology had rendered 
invaluable service to the study of the processes of 
healing. Apart from certain acute and generalised 
forms, pulmonary tuberculosis might be regarded as 
a chronic illness from the beginning, and this con- 
ception should be the basis of any description of the 
processes of healing. Virchow’s view was that all 
lesions of pulmonary tuberculosis necessarily origi- 
nated from miliary tubercles, but there were in the 
neighbourhood of chronic and fibrocaseous foci 
congested and simple inflammatory areas which 
nowadays were regarded as the antecedents of 
chronic lesions. This conception of the pneumonic 
or inflammatory nature of tuberculous — lesions 
originated in the minds of two English pathologists, 
Wilson Fox and Green, in 1873. Dr. Jaquerod 
considered that in this stage of the disease the tubercle 
bacilli remained on the surface of the mucous 
membrane between the epithelial cells, in the alveolar 
and intercellular spaces, and that their destruction 
and elimination was therefore rendered much easier. 
It was only when these lesions did not heal that new 
tissues were produced. 

The question, “‘ How recent is the disease ?’’ was 
therefore a matter of primary importance. It was 
necessary to distinguish the non-allergic type 
found in childhood from the lesion of a patient 
already sensitised by previous contact with tubercle 
bacilli. In the former the pulmonary lesions might 
regress and heal by resolution, or pass the non- 
allergic phase and become serious. In the latter the 
inflammatory reaction was broncho-pneumonic, and 
might end in cavity formation. This cavity was, 
however, different from that of chronic disease ; its 
walls were not well-organised pyogenic membrane, 
but simple inflammatory tissue. It might heal by 
resolutio without leaving any apparent scar. A 
third form. chronic fibrocaseous tuberculosis, was a 
complicated process leading to fibrous transformation 
of the lung. The first two forms always existed 
before the third, and it was in these that treatment 
had its best chance of success. 
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blood, the sudden h#mothorax being the immediate 
cause of death. 

The interesting point is the resemblance the case 
had to a perforated gastric or duodenal ulcer. I con- 
sider the following points were of greatest diagnostic 
value: (1) Site of origin of pain—viz.,in the back and 
not epigastrium. (2) There was no period of reaction 
due to the dilating peritoneal fluids or shutting off by 
omental adhesion, &c. (3) Respiration was of large 
excursion, and not short and jerky as in peritonitis. 


SOCIETIES 


DISCUSSION. 

Dr. T. CAMPBELL emphasised the possibility of 
primary infection in adult life, and regretted the 
concentration of attention on childhood infection.— 
Dr. W. C. Fow er regarded the regeneration of lung 
tissue as in the nature of a compensatory emphysema. 

Dr. A. J. MORLAND pointed out the curious fact 
that early cavities were absolutely spherical. He 
thought this was brought about by the retention of 
air under pressure owing to the valvular opening. 
When the air was liberated the cavity might collapse 
and practically disappear.—Dr. BURRELL thought 
Dr. Morland’s suggestion might explain the existence 
of pieural rings, which did not fill with lipiodol o1 
collapse with artificial pneumothorax.—Dr. G. T. 
HEBERT adverted to Mitchell’s theory of an air sac 
as an explanation of pleural rings or annular shadows. 
—Dr. C. H. Toussaint raised the administrative 
importance of the two factors, natural healing and 
active intervention. Public cost had a bearing on 
it. A waiting-list meant the loss of important early 
weeks in treatment.—Dr. G. JEssEL spoke of the 
importance of relapses complicating the natural 
process of healing. “He had noticed that cervical 
glands, after apparent healing with artificial sunlight 
treatment, might again relapse.—Dr. R. R. Trai 
said he had obtained help from the sedimentation 
test in estimating resistance. Apart from pleurisy, 
which always showed a high rate, chances were good 
if a patient had a rate of from 9-20 per cent. Over 
40 treatment was probably a waste of time.—Dr. 
F. R. WALTERS suggested the division of the waiting- 
list into an urgent and a non-urgent category. 
Dr. Basit Price thought that while modern views 
had swung back to the aerogenous theory of origin, 
the relation of this theory to lymphatic circulation 
needed more consideration than it had obtained. 
In his experience the Ministry of Pensions cases of 
chronic bronchitis and emphysema, which had been 
watched ever since the war, not infrequently developed 
pulmonary tuberculosis.—Dr. 8. R. GLOYNE was 
impressed with the different course that the process 
of healing took in the different natural orders in the 
animal kingdom. In man the processes of healing 
were nowadays largely studied by the radiologists, 
who saw the patient long before the pathologist did, 
and it was diflicult to correlate the morbid anatomy 
with what was seen on the film. 


In the afternoon Dr. L. T. 5. BURRELL and Dr. N. 
TATTERSALL introduced a discussion on the 


Future of Artificial Pneumothorax 


treatment. Dr. Burrell said that collapse therapy 
was the simplest method of applying the principl 
of rest to the lung. All early cases of unilateral disease 
would, he thought, in the near future be so treated 
unless there was definite contra indication ; more 
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chronic fibrotic cases by thoracoplasty. One practical 
objection to collapse therapy was that comparatively 
few doctors understood it, and a patient might 
have to travel far for a refill, X ray control was 
practically outside the scope of the general practi- 
tioner. Collapse therapy was occasionally useful 
in non-tuberculous disease—e.g., to relieve severe 
pain in pleurisy and in the treatment of abscess 
of lung. 

Dr. TATTERSALL spoke from the administrative point 
of view. The first problem was a definite assurance 
of adequate facilities for the maintenance of refills ; 
the bulk of inductions would probably always be 
done in institutions. The problem of refills for 
patients living far from a centre was difficult. He 
knew of more than one large county borough where 
the tuberculosis officer did not undertake pneumo- 
thorax work, and he had met a sanatorium super- 
intendent who did not believe in the treatment. It 
seemed to him that the tuberculosis officer must be 
head of the organisation for doing refills; every 
year more and more dispensaries were equipped with 
X rays. A central dispensary was the most suitable 
place, with special sessions set aside for the purpose. 
In scattered areas branch dispensaries should be 
utilised, and the tuberculosis officer would require 
a portable apparatus. The opportunity for collapse 
therapy was often lost owing to a patient having to 
wait. Collapse therapy at home took much time and 
placed more responsibility on the officer. Arrange- 
ments might be made with local hospitals to admit 
cases for a week or two while the tuberculosis officer 
did the preliminary induction. 


DISCUSSION. 


Dr. L. J. BLANDFORD emphasised the difficulty of 
defining the early case.—Dr. G. MARSHALL considered 
the presence of cavity a strong indication for collapse 
therapy.—Dr. PreTeR Epwarps emphasised the 
importance of artificial pneumothorax in bilateral 
cases.—Prof. 8. Lyte Cummins mentioned the risk 
of shutting off the drainage opening from a cavity 
by collapse therapy.—Dr. J. CrocKet remarked that 
the interval between refills should not be too long. 
Bilateral pneumothorax was justifiable in advanced 
cases to make the patient more comfortable.—Dr. 
NIVEN ROBERTSON emphasised the danger of com- 
pression of the bronchus, and the consequent holding 
up of pus. He had been impressed with the risk of 
spontaneous pneumothorax.—Dr. T. R. ELtiorr 
suggested the use of the municipal hospitals as 
pneumothorax centres.—Dr. Epwarps spoke of the 
value of pneumothorax in shortening the course of 
treatment. Phrenic avulsion immediately after 
induction enabled the physician to lengthen the 
intervals between the refills. He had found a small 
injection of gomenol useful in making the medias- 
tinum more rigid. Screening as a test of movement 
or hernia of the diaphragm was, he thought, much 
more important than taking films. Accidents would 
happen from time to time—in his sanatorium they 
did about 50 refills a week, and had an accident 
about once in two years—dispensaries which under- 
took refills should have an emergency bed available. 
Dr. M. Gitpert believed that phrenic avulsion 
shortened pneumothorax treatment, and was 
important where a patient could not get refills.— 
Dr. J. Watt raised the question of ultimate pneumo- 
thorax results. He had found it difficult to know 
what happened to patients long after leaving sana- 
toria.—Dr. Trait thought the ultimate results were 
hopeful. The majority of Midhurst patients remained 
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free from symptoms and from sputum, and the 


treatment was definitely worth while. 


On Saturday there was a discussion on Gelatino- 
thorax, reported in our last issue (p. 758). 


MEDICAL WOMEN’S FEDERATION. 





AT a meeting of the London Association of this 
Federation on March 24th, Dr. Letitia FAtRFiecp, 
the President, toek the chair, and a paper on 


Bullous Dermatoses 


was read by Dr. ELizasetH Hunt. Symptoms 
were so obtrusive in skin diseases, she said, that it 
was not surprising that the obvious lesions had been 
made the basis of classification, but the result was 
that nomenclature in dermatology was _ heavily 
overloaded. The bulla differed from the vesicle 
only in size, and both were signs of increased permea- 
bility of the vessel walls—a part of the defence 
mechanism of the skin. Whereas vesicles and bulla 
were all produced by the release of a histamine-like 
substance, bulla seemed to arise usually when the 
inflammatory reaction was intense, but sometimes 
they appeared on normal skin. The contained fluid 
was first clear but became cloudy or even hemor- 
rhagic. It contained albumin, fibrin strands, and 
cells in which eosinophils might predominate. It 
broke down and left a raw surface, but healing usually 
followed without scarring. The name pemphigus 
Was now restricted to acute, chronic (or true), and 
foliaceous pemphigus and pemphigus vegetans. 
Acute pemphigus was very rare; there was always a 
history of a wound followed a few weeks later by an 
outbreak of bulle with high fever. The condition 
was fatal and no organism had been isolated. In 
chronic pemphigus the bulle appeared in crops 
without any inflammatory areola and their fluid was 
sterile. They often appeared first in the mouth or 
conjunctiva. There was a sensation of tightness 
and burning, with malaise and irregular pyrexia, 
but no pain save for that of conjunctivitis. Depression 
and insomnia followed and the patient was liable 
tointercurrent disease. The treatment was empirical : 
to maintain the strength and mitigate the misery. 
Septic foci should be eliminated. Arsenic was the 
favourite drug, but in Dr. Hunt’s cases quinine 
had proved better. A water bed and a skilled nurse 
were essential. The denuded areas exposed by 
coalescence of the bulla must be protected. Pemphigus 
foliaceus was very rare and usually occurred in young 
women as a persistent eruption of flaccid bull, 
which rapidly ruptured, causing a_ generalised 
exfoliative dermatitis which healed slowly. The 
prognosis was very grave. The diagnosis of pem- 
phigus depended on the bullous eruption, especially 
in the mouth and eye. In many other conditions 
bulla developed later, but were then mixed with 
other types of lesion. 


ALLERGIC STATES. 

Dr. Hunt destribed modern work on allergy and 
went on to give an account of some allergic mani- 
festations in which cutaneous reactions occurred. 
Bulle might cap the wheals of urticaria, of which the 
commonest cause was sensitisation to a food, though 
psychical factors also played a part. The treatment 
was to find the cause, and sometimes an injection 
of the patient’s own proteose would succeed when 
all else failed. Sometimes a change of environment 
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alone would cure the urticaria papulosa or lichen 
urticatus of infants, but attention to diet and small 
doses of grey powder were also valuable. Dermatitis 
herpetiformis was characterised by polymorphous 
lesions grouped like herpes and liable to recur. There 
was a marked eosinophilia but the general health 
remained good. Herpes gestationis or hydroa 
gravidarum occurred after the tenth week of pregnancy 
and might recur in a subsequent pregnancy. It 
was characterised by multiform lesions with much 
itching and was extremely hard to treat. Arsenic, 
bromide, autohemotherapy, ultra-violet light baths, 
and proteose injections might be useful. It was 


believed to be a toxemia of pregnancy. Cheiro- | 


pompholyx caused grouped vesicles and bull# on 
the palms and soles. It affected women much 
more than men and was apt to recur, sometimes 
seasonally. It had to be distinguished from eczema- 
toid ringworm in which a fungus was found. 

All these conditions had certain features in common : 
subjective symptoms, particularly itching, and a 
psychical factor in the «tiology. In some complex 
manner the vegetative nervous system seemed to be 
involved. 

There were two bullous conditions of infected 
origin. The bullous syphilide of infants might be 
present at birth or appear any time after, but usually 
about the third week. Prognosis was bad and the 
treatment was mercurial. It was doubtful whether 
erythema multiforme belonged here as it might be 
produced by drugs. It was characterised by sym- 
metrical rose-red lesions of different sizes and shapes 
with much exudation. There was usualiy a rheumatic 
history, and the streptococcus could often be found 
in the tonsils. The condition had been regarded as a 
streptococcide and often cleared up with rest, dieting, 
and salicylates. Bullous erythema multiforme was 
distinguished from dermatitis herpetiformis by the 
burning rather than itching sensation it caused. 
Erythema iris showed a central bulla with a target- 
like arrangement of concentric rings round it. 
Impetigo contagiosa was an inoculation of the skin 
by Streptococcus pyogenes and must be diagnosed 
from the bullous syphilide and epidermolysis heredi- 
taria bullosa which was a congenital vulnerability 
of the skin in which bulle were produced by blows 
and pressure. Finally there were bullous eruptions 
produced artificially, usually by young women, 
sometimes obviously to gain sympathy, but some- 
times the patients were quite callous. The palatal 
and conjunctival reflexes were absent in these cases 
and areas of hyperesthesia and analgesia could be 
found. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


SECTION OF MEDICINE. 


A MEETING of this section was held on March 13th 
with Dr. H. F. Moore, the President, in the chair. 


Asthma due to Protein Sensitiveness. 


Dr. C. J. Murpny showed a woman, aged 30, 
who was for a long time, he said, almost completely 
disabled by status asthmaticus. Skin tests showed 
that she was sensitive to the protein of dog dandruff 
and removal of her pet dogs stopped the asthmatic 
attacks. Dr. Murphy demonstrated the patient’s 
skin reaction to the specific offending protein, and 
showed also that urticaria was provoked by rubbing 
her arm along a dog’s coat. 
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Dr. E. T. FREEMAN said that for some years he had 
been carrying out skin tests in cases of asthma and of 
urticaria. He sometimes got good results, but at 
other times complete failure. He had come to the 
conclusion that in routine practice it was not worth 
while to do these tests, which were very laborious. 
They were better in cases of urticaria than in asthma 
or hay-fever. Sometimes the patient reacted to a 
substance with which he had never been in contact. 

Dr. T. G. MOORHEAD said that in status asthmaticus 
he had found Hurst’s method of almost continiious 
adrenalin administration of great service. As soon 
as the spasms ceased, the adrenalin should, of course. 
be discontinued. 

Dr. Dorotuy 8. Price said that at Great Ormond- 
street Hospital, London, deficiency of gastric hydro- 
chloric acid had been found in a large proportion of 
asthmatic children. 

Dr. R. W. Suaw said that in one very troublesome 
case, not of asthma but of supersensitiveness to some 
foreign protein, in which the patient during attacks 
suffered from crops of herpes round the mouth and 
bullz on the hands and feet, he had given a series of 
intramuscular injections of the patient’s own blood, 
and the result had been extremely satisfactory. 

Dr. JoHN Mowsray said he had great faith in 
intravenous peptone injections, both in asthma and 
migraine. 


Dr. Murpuy, in his reply, said he had never got 
satisfactory results from peptone injections. He had 
had no experience of whole blood injections. He 
had had fairly good results from the use of ephedrine 
and of evatmine. 


(Edema and Nephrosis. 

Dr. A. G. THOMPSON reported four cases of nephrosis. 
This syndrome, he said, consisted clinically in edema 
and oliguria, without any necessary defect of renal 
function; biochemically its main features were 
albuminuria, yo evidence of nitrogen retention, a 
high blood cholesterol, and diminution of the serum 
proteins, which affected the albumin fraction more 
than the globulin fraction, so that the albumin- 
globulin ratio fell. One of his cases was fatal, and 
the kidneys showed a pure, or almost pure, tubular 
degeneration. The picture presented by nephrosis 
was pretty definite, but the cause was far less certain. 
Possibly it might be external to the kidney—for 
example, a primary change in the blood proteins. 
Nephrosis might occur by itself or might be a part 
of a glomerulonephritis, acute or chronic. 

The PRESIDENT said that he had recently had 
several cases of nephrosis under observation, and in 
none of them had there been any hypertension. 
This was curious, for it had been shown that there 
was usually some involvement of the glomeruli. 
The appearance of a few red blood cells in the urine 
did not negative a diagnosis of nephrosis. It was 
well known that a few red blood cells might appear 
in the urine of a healthy person. He believed that 
van Slyke’s * urea clearance’ test was the best test 
of the functional capacity of the kidney. He had 
recently used a modification of that test with excellent 
results. 

Dr. T. W. Ditton asked if Dr. Thompson had 
estimated the chloride in the plasma and also that 
in the edema fluid, and, if so, what was the balance 
between those fluids. He said that the modern 
view was that disease was an affection of the whole 
body, appearing more markedly in one organ than in 
another. 

Dr. MOORHEAD said he had long since discontinued 
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the use of chlorine-free diets, because he knew of no 
evidence of chlorine retention in the blood. The 
retention of chlorides in the body was probably 
secondary to the retention of cdema fluid in the 
tissues. 

Dr. A. R. Parsons asked if nephrosis was merely 
a new term for the condition which had formerly 
been called chronic parenchymatous nephritis. The 
possible involvement of the glomeruli seemed to 
make it very difficult to differentiate nephrosis from 
glomerular nephritis. 

Dr. FREEMAN referred to a case recently under his 
care which had benefited greatly by treatment by 
novasurol, and said that novasurol and salyrgan 
were especially useful in cases of nephrosis. He 
regarded the presence of blood in the urine as dis- 
tinctly against the diagnosis of nephrosis. Widal 
had recognised that chlorides were not increased in 
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the blood even where there was practically no chloride 
excretion by the kidney. 

Dr. Mowsray felt that the term nephrosis only 
made the existing confusion worse than ever. 

Dr. R. A. Q. O'Meara thought that the confusion 
was due to insufficient consideration of the #tiology. 
Acute nephritis could be produced either by bacterial 
toxins and chemical poisons or by toxic proteins 
produced within the body. Some of the abnormal 
conditions of the kidney in pregnancy were of the 
last-named- class. The condition of the patient 
depended on the degree to which the different elements 
of the kidney were attacked. In nephrosis much 
protein was lost by the kidney. As a result, the fat 
reserves of the body were called upon. Imperfect 
metabolism of fat resulted in the production of 
cholesterol in excess, and finally the kidney tried to 
excrete this cholesterol. 


REVIEWS AND NOTICES OF BOOKS 


A Short History of Biology. 
By CHARLES SINGER, Litt.D. Oxford : Clarendon 
Press, Humphrey Milford. 1931. Pp. 572. 18s. 


Tuls is a readable volume in which the history 
of biology is set out as a series of problems partially 
solved, to describe the origin and development of 
the problems being the objective of the book. It is 
intended as a fundamental introduction to the study 
of living things, and an avoidance of technical terms, 
where possible, corresponds with the wish to make 
appeal to general readers. In the first 100 pages of the 
book we have a review of the doctrines and accom- 
plishments of ancient science as represented especi- 
ally by Hippocrates and Aristotle. The decline and fall 
of this learning marks the commencement of the Dark 
Ages, the suggested date being a.p. 200, or just after 
Galen. A thousand years later comes the thirteenth 
century revival of learning and the rebirth of scien- 
tific inquiry, and this section of the book concludes 
with an explanation of what Vesalius and Harvey 
did. In the next section we have set out the historical 
foundations of modern biology, the influence of the 
microscope, and the introduction of modern systems 
of classification ; the distribution of life on sea and 
land is now studied intensively, and the lessons to 
be learnt from geology bring us to the story of 
evolution. The third and final part of the book 
traces the origin of the main themes of contemporary 
biology from this varied lineage, treats of the 
emergence of the cell doctrine, the chemistry of 
protoplasm, the localisation of nervous functions, 
fermentation and the microbic origin of infectious 
disease, and winds up with a description of modern 
work on sex and the mechanism of heredity. 

The book is well written and excellently illustrated, 
and the author is to be congratulated upon having 
selected for notice from an immense mass of material 
the things necessary to make a coherent story. 


Stepping Stones to Surgery. 

By L. Batne Rawtiinc, M.B., B.Ch. Cantab., 

F.R.C.S., Surgeon to St. Bartholomew’s Hospital. 

London: H. K. Lewis and Co., Ltd. 1930. Pp. 228. 

12s. 6d. 

Tuts book, which is intended to bridge the gap 
which exists between anatomy and surgery, is 
essentially a book on anatomy applied to surgical 
problems, and it is built up on a system which makes 


it very smooth and pleasant to read. A hypothetical 
case of some common surgical ailment is described 
at the beginning of each chapter. The reader is then 
shown how some of the prominent features of the 
condition depend upon the original or altered anatomy, 
and how the problems of restitution to normal may 
be best carried out from an anatomical standpoint. 
This is done in an easy armchair style, which is very 
attractive. Such a work cannot be inclusive, but 
the student is likely to gain more from this book 
than from many a complete systematic treatise on 
applied anatomy because his interest will be retained. 
Numerous illustrations are provided which, though 
not of high artistic merit, explain very clearly the 
meaning of the text and enhance the value of the 
book. 





Chill, its Dangers and Prevention. 

By Marian TuHornett, F.R.C.S.1. London : 

J. and A. Churchill. 1931. Pp. 194. 3s. 6d. 

In a foreword to this book, Dr. Jane Walker 
points out that a cool, dry skin is able to keep the 
body at an unvarying, comfortable temperature, and 
claims that by interfering with this physiological 
equilibration the use of woollen garments for children 
‘“has been fraught with ultimate evil for countless 
millions of people.” The subject matter of the book 
is an elaboration of this theme, the chapters dealing 
with such subjects as the standard of national 
health, the action of chill in lowering vitality, the 
production of body heat, the skin and its care, clothing 
in general and clothing for children, baths and exer- 
cises, relationship between altitude and chill, diseases 
often produced by chill, psychology of the fear of 
cold, and ** hardening.” 

Dr. Thornett’s iconoclastic attack on our civilisa- 
tion is not confined to our methods of clothing our- 
selves and our young, and, indeed, it is obvious that 
our ways of living must be revolutionised if the skin 
is to exercise its functions to their full extent. Some 
of the evidence here adduced, however, is scarcely 
adequate to support her contentions. The Army 
and Navy recruiting figures for 1913 and recent 
years would require much closer scrutiny before 
they would justify the conclusion that our physique 
is deteriorating, and surely everyone is aware of the 
fallacies to be avoided in interpreting the Health 
Insurance records of recent years. That ‘“‘a cold is 
always the result of chill,” and ‘‘ at least one-third, 
and in all probability more than that, of the illnesses 
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which end fatally are preceded by chill, while perhaps 
50 per cent. of the illnesses from which we recover 
are due to the same cause, directly or indirectly,” 
are statements which, we think, are not substantiated 
by any accurately ascertained facts. While this 
book shows evidence of much thought and great 
enthusiasm, it would have been more convincing if 
less bias had been shown in the analysis of some of 
the data put forward. Nevertheless, while it is hardly 
correct to say that “the effect of clothing on the 
body has never been investigated,’ Dr. Thornett’s 
book will have done good if it leads to a greater 
interest in the subject and to a scientific inquiry 
into it. 





Among the Thinkers: Leaves from My 
Note-books. 
By J. A. Linpsay, M.A., M.D., F.R.C.P. London: 
H. K. Lewis and Co., Ltd. 1931. Pp. 198. 5s. 


Prof. Lindsay's little book of quotations makes a 
generous well of worldly wisdom into which one may 
dip anywhere and bring up a well-turned phrase, an 
acute observation, or a profound reflection. Inevitably 
one skims such an anthology seeking a revelation of 
the character and personality of the collector. The 
impression is of a man, sane, kindly, dignified, 
tolerant, English rather than the acrid Scottish 
flavour to be expected from the author’s patronymic. 
The quotations from Anatole France give a welcome 
spurt of ironie colour and suggest that another 
facet of Dr. Lindsay’s mind would modify this 
impression. 





Introduction to Medical Biometry and 

Statistics. 

Second edition. By RAYMOND PEARL, Professor 

of Biology, School of Hygiene, Johns Hopkins 

University. London: W. B. Saunders Co., Ltd. 

1930. Pp. 459. 25s. 

NoT many text-books on statistics have been 
specifically written for the benefit of the medical 
man. Many of us can recall our own introduction 
to the subject in the short, sometimes unintelligible 
and even inaccurate remarks on birth- and death- 
rates, standardisation, estimation of intercensal 
populations, and perhaps on life tables, which are 
commonly relegated to the concluding pages of 
manuals of hygiene and public health. The medical 
man with slight mathematical equipment has found 
somewhat indigestible the fare provided in general 
and special text-books of statistical theory and 
method, and in the past has shown little enthusiasm 
for this branch of knowledge. An elementary 
knowledge of statistics is, however, almost essential 
to those who wish to draw valid conclusions from the 
clinical material they have collected. Prof. Pearl 
is prepared to pilot the tyro through some of the 
initial difficulties, and in so doing illustrates the 
applicability to everyday problems of the more 
common and useful biometric methods. 

In the second edition his book has been largely 
rewritten and enlarged ; perhaps the most important 
additions are the more detailed consideration given 
to the methods of collecting, and the essential 
ideals in making scientific records, and the chapter 
dealing with the logistic curve. Beginning with 
historical and introductory matter, the author deals 
in logical sequence with the collection of the basie 
data, their tabulation, presentation, and methods of 
analysis. The field covered includes all that is 
required for the successful handling of medica] 
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investigation —rates, ratios, life tables, averages, 
measurement of variation and correlation, simple 
curve fitting, elementary theory of probability, and 
that mysterious appendage to statistical constants, 
the probable error. The mathematical details supplied 
are few, and they are, moreover, presented in a manner 
intelligible to any medical reader. The bibliography 
appended to each chapter is carefully chosen and 
sufficiently extensive, and the discussion of methods 
is frequently interspersed with allusions to current 
medical and biological problems. 

The new edition can be recommended to physicians 
who feel the need of guidance in the compilation 
and analysis of their records, and we trust that 
more and more of them are becoming conscious of 
this need. 





Der Appendicitische Anfall. 


By Lupwiec Ascuorr. Berlin: 
1930. Pp. 125. R.M.12.40. 


THIS monograph embodies those researches of 
Ludwig Aschoff which were designed to elucidate 
the problem of the infecting organism in acute 
appendicitis. Amongst the host of bacterial strains 
found in the alimentary canal in such cases it is 
diffjeult to determine which shall be counted amongst 
those of wtiological significance. Phagocytosis in an 
early stage is accepted by the author as the criterion 
of pathogenicity, and this book is an account of the 
problem from this standpoint. It is short, easy to 
read, and has definite value as a contribution to 
the subject. 


Julius Springer. 





Practical Anesthetics. 


For the Student and General Practitioner. Second 

edition. By C. F. Haprietp, M.D. London: 

sailli¢re, Tindall and Cox. 1931. Pp. 350. With 41 

figures. 7s. 6d. 

Tus excellent handbook has been considerably 
enlarged since its first appearance, chapters having 
been added on splanchnic, local regional analgesia, 
and local analgesia in dental practice. The latest 
methods and drugs come in for due consideration 
with the exception of the barbiturates which the 
author thinks not yet sufliciently well established. 
Dr. Hadfield has wisely omitted large numbers of 
anesthetic machines from his pages since these are 
mostly apparatus only for the use of specialists, 
whereas this book is eminently suited to the general 
practitioner. His general advice is sound and his 
descriptions of methods and of the principles involved 
are always clear and logical. We note that he 
predicts the inclusion of nitrous oxide in the next 
issue of the British Pharmacopoeia with due tests and 
standard of purity, an addition long overdue. We 
notice, also, in explanation of massive collapse of 
the lung, that the author attributes this ‘“‘ to some 


characteristic spasm of the bronchial musculature . . . 
associated with some disturbance of the sympathetic 
innervation.” He does not mention inhibited action 


of the diaphragm to which many authorities attribute 
the lung condition. Dr. Hadfield gives a good deal 
of space to percaine which he obviously regards as 
a very valuable addition to the list of local analgesics, 
particularly for spinal use. His book went to press, 
of course, before the recent decease (official) of 
‘status lymphaticus,”’ so that condition now generally 
regarded as mythical still figures in the book as a 
source of danger to be borne in mind when chloroform 
is used on children. The printing of this book adds 
to the pleasure of reading it. 
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Diseases of the Urinary Tract in Children. 
By Epwin Beer, M.D., and ABRAHAM Hyman, M.D. 
London: William Heinemann Ltd. 1930. Pp. 318. 
25s. 

Tuts book contains a series of monographs in 
which the authors present the experience they have 
acquired in the past 20 years, mainly in the wards of 
the Mount Sinai Hospital. One of the most interesting 
sections is a discussion on the surgical treatment of 
nephritis. The authors consider that decapsulation 
is of value in the acute type of this disease, and in 
the chronic type with acute exacerbations, but 
less so in the more chronic lesions. It is, perhaps, 
rather confusing to have included’ perpetual incon- 
tinence due to congenital deformities in the chapter 
headed *‘ Enuresis’’?; and the section on the treat- 
ment of vesical calculi is not convincing. The 
number of young male children in whom litholapaxy 
is possible must be small. As a whole the book is 
interesting and instructive. Llustrative cases and 
a bibliography are appended to most of the sections, 
and there are some good illustrations. 





Life Movements in Plants. 

Edited by Sir JaGADIS CHUNDER Bose, D.Sc., F.R.S. 

London: Longmans, Green and Co., Ltd. 1981. 

Pp. 211. With 80 text figures. 18s. 

Tuts is the sixth volume of the Transactions of the 
Bose Research Institute in Calcutta, and contains a 
number of contributions to the physiology of plants 
by the Director and his pupils. They deal mostly 
with rhythmic movements, the transmission of 
stimuli from one part of a plant to another, and the 
ascent of sap and, as before, are characterised by 
great refinements in methods of automatic recording 
and by the idea that the working of plants finds many 
close analogies in animal mechanisms. Three papers 
concern the proteolytic enzymes of plants, and it is 
interesting to note that the results which Prof. 8. H. 
Vines reached 25 years ago are maintained against 
recent efforts to impugn their accuracy. 





Text-book of Inorganic Pharmaceutical 

Chemistry. 

For Students of Pharmacy and Pharmacists. By 

CHARLES H. RoGers, D.Se. (Pharm.), Professor 

of Pharmaceutical Chemistry in the College of 

Pharmacy, University of Minnesota. Philadelphia : 

Lea and Febiger. 1930. Pp. 676. $7.00. 

To those in search of historical information or 
particulars of natural sources, explanations:of quali- 
tative or quantitative methods of the pharmacological 
action of ions, and therapeutic uses of drugs, this 
book may prove valuable as a reference work. The 
author states that the elements have been considered 
in the order in which they occur in natural groups 
or families, and then proceeds to ignore this plan by 
beginning with oxygen, hydrogen, nitrogen, taken 
from Groups 1, 6, and 5, and then proceeding to the 
halogen family (Group 7), the alkali metals, the 
coinage metals (sic), deals with the alkaline earth 
metals, beryllium and magnesium and their com- 
pounds, boron aluminium and the metals of Group 3, 
Group 4, the phosphorus family, and Group 6, 
in which he includes manganese which, of course, 
strictly speaking, belongs to Group 7. In itself 
there is no harm in the arrangement adopted 
but it does not actually conform to the opening 
statement. The book contains quite a quantity of 
information likely to stimulate interest, but it is 
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marred by a certain lack of discrimination ; this is 
illustrated by the tendency to represent by equations 
reactions which do not merit such treatment, as, for 
example, the decomposition of sodium acetate on 
ignition ; incidentally the equations (2), (3), and (4) 
on page 229 do not balance. The book shows other 
signs of needing revision; on page 27 occurs the 
statement that the pH drops to neutrality when 
actually it is the acidity which drops while the 
pH rises; on page 598, line 17, ferric oxychloride 
should read ferric chloride. As an example of loose 
method of expression we may quote the first sentence 
of the preface in which the term qualitative chemistry 
is apparently used to imply qualitative analysis. In 
spite of these faults the book will give useful informa- 
tion about the properties and mode of action of many 
inorganic substances used in pharmacy to readers 
who have sufficient knowledge of chemistry to be 
able to read it with discernment. 





Nutrition and Food Chemistry. 

By Barnarp 8. Bronson, State College for 

Teachers, Albany, N.Y. London: Chapman and 

Hall. 1930. Pp. 467. 18s. 6d. 

ALTHOUGH no inconsiderable part of this manual 
is directly concerned with the chemistry of foods 
and foodstuffs, the arrangement of the material is 
so well planned and its exposition is so clear that 
scarcely any previous knowledge of chemistry is 
necessary to enable the argument to be followed. 
The first part of the book deals with the chemical 
structure, the intermediary metabolism, and the 
physiological properties of the constituents of foods, 
and includes an account of the food and energy 
requirements of the normal human being. The 
second part is occupied by a discussion of the nutri- 
tive properties of individual common foods, and 
deals with methods for their production and pre- 
servation. Numerous references to recently pub- 
lished work would enable the reader to examine the 
evidence upon which the conclusions are based. 
This volume can be recommended strongly to those 
who wish to understand the fundamental principles 
underlying the science of nutrition. 





A Text-book of Practical Therapeutics. 
Twenty-first edition. By Hopart Amory Hare, 
B.Se., M.D., LL.D. Professor of Therapeutics, 
Materia Medica, and Diagnosis in the Jefferson 
Medical College of Philadelphia. London: Henry 
Kimpton. 1930. Pp. 1104. 36s. 

In its twenty-first edition this work has been 
enlarged, thoroughly revised, and largely rewritten, 
but there is no alteration in its general plan and 
arrangement. It deals first with general therapeutical 
considerations, then with the pharmacological action 
and therapeutical uses of drugs and other remedial 
agents, and finally discusses the treatment of 
individual diseases, arranged, not in systems, but in 
alphabetical order. It contains, in addition, a 
Therapeutic Index, which should prove a_ useful 
means of obtaining quickly suggestive ideas as to 
treatment. Many of the newer methods of treatment, 
such as the intravenous use of tartar emetic in the 
treatment of chancroids, and the employment of 
irradiated ergosterol in rickets and stomach extracts 
in pernicious anemia, are discu:sed. The author 
has obviously kept abreast of modern advances in 
pharmacology and therapeutics, and the book is 
likely to maintain its deserved popularity. 
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SILICOSIS: INTERNATIONAL RECORDS. 


CONSIDERABLE interest attaches to the account 
only just published of the proceedings at the 
International Congress which met in Johannesburg 
to discuss silicosis in August, 1930.1. The Inter- 
national Labour Office deserves thanks for organis- 
ing the congress and for this publication, which 
must become a standard work of reference. The 
discussions at each session are reported more or 
less in detail, and the general conclusions reached 
as the result of the conference are set forth in 
the reports of the eleventh and twelfth sittings. 
These conclusions and recommendations are rather 
hidden in this position, and, in view of their 
importance, might have been given prominence at 
the beginning or end of the volume. 

The chief value of the book lies in the series 
of papers prepared beforehand by various experts 
for the consideration of the congress, and the 
value is high. The opening articles deal historically 
with conditions in the South African gold mines, 
which led some 30 years ago to the origination of 
silicosis among the miners, and with the progressive 
steps taken to combat the disease, which include 
control of blasting operations to minimise exposure 
to the dust generated, the use of water-feed drills 
to prevent the formation of dust during drilling, 
and improved ventilation to dilute and remove 
vitiated air. The gold reefs consist of quartz 
pebbles in a hard siliceous matrix; hence arises 
silica dust during mining operations. The dust 
has been determined either gravimetrically by 
drawing mine air through a column of sugar and 
then dissolving the sugar in water, from which the 
dust is filtered and weighed, or by counting the 
particles caught on a glass microscope slide when 
air is made to impinge on it. Figures given show 
a vast improvement in 1929 as compared with the 
dust in mine air in 1914, Etiology is well stated ; 
it depends on intensity, duration, and continuity 
of exposure to phthisis-producing dust; it is 
favoured by high humidity, which favours infec- 
tion; infection should be regarded as seriously 
as in an operating theatre. The sections devoted 
to pathology, radiology, and symptomatology are 
particularly useful, and are excellently illustrated ; 
they must for long form the basis of accepted 
knowledge on the subject. Amid so much that 
tells of the progressive and fatal nature of silicosis, 

! Silicosis. tecords of the International Conference held at 
Johannesburg, August 13th-27th, 1930. International Labour 


Office. Studies and Reports. Series F (Industrial Hygiene), 
No. 13. Geneva. Pp. 692. 1930. 
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illustrations of cases, still healthy, 8, 12, and 21 
years after being diagnosed as well-marked instances 
are refreshing. A series of papers tells of the 
occurrence of silicosis in other countries; in the 
various States of Australia the disease is mainly 
concerned with gold mining, just as in South 
Africa ; and in Canada also it has usually taken 
the form of miners’ phthisis, although some 
granite cutters have been affected. The disease 
has been more general in Germany, attacking 
rock drillers, potters, metal grinders, and masons : 
here recognition has recently been widely given to its 
importance. The article by Dr. E. L. MrippLeton 
describing silicosis in Great Britain is the most 
thorough of the series, setting out its prevalence 
in numerous industries, the extension to them of 
compensation rights, and the adoption of pre- 
ventive measures: the industries concerned are 
the refractories, grinding of metals, work on 
sandstones and granites, slate quarrying and 
dressing, coal mining, tin mining, pottery, sand 
blasting, silica milling, flint crushing, millstone 
dressing, and flint knapping. Interesting facts 
are also stated with regard to pneumonoconioses 
in Italy and the Netherlands. The article dealing 
with the United States, although only a_ brief 
summary, displays the disease as widespread, and 
attracting increasing interest in many industries. 
while it is also the subject of research work. 

This important record closes with explanations of 
how the Miners’ Phthisis Medical Bureau functions 
at Johannesburg, and of how, by progressive 
legislation, the disease is being steadily brought 
under control. As the congress proceeded the 
importance of the data on all aspects of the silicosis 
problem which has been accumulated in South 
Africa became more and more apparent. At the 
eighth sitting of the conference, on August 20th, 
Dr. L. G. Irvine, who presided, stated that the 
figures showed that silicosis was definitely on the 
decline, especially among new rand miners. Dr. 
A. J. ORENSTEIN suggested that though the 
statistics presented by Dr. IRvrNE and Dr. SPENCE 
FRASER were perfectly reliable, they did not reflect 
the whole picture. It was very difficult to visualise 
all the factors without biological and engineering 
knowledge. Prof. A. J. Hatt and Prof. E. H. 
KETTLE supported his plea for an even wider and 
more searching survey of the unique material 
collected in South Africa from a biometrical basis. 
So many factors are concerned in the problem that 
the analysis of the figures is a matter of extreme 
difficulty. It may be hoped that at least one result 
of the conference will be an investigation of this 
kind, since the statistics of South Africa are of the 
utmost importance to all countries which have to 
initiate legislation in connexion with silicosis. 


<> 
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MEDICAL BENEVOLENCE. 


No man knows with certainty what awaits him 
in the future, but to one section of the medical 
profession the future is definitely clouded and 
dismal. It is this section to which the Royal 
Medical Benevolent Fund has devoted its attention 











818 THE LANCET, ] MEDICAL 


for the last 95 years. It is probable that in many 
«ases in which relief is sought there has been lack 
of prudence although, as Dr. C. O. HawrHornE 
remarked at the recent annual meeting of the 
Fund, the lack is not necessarily on the part of the 
applicant. In any case, he added, the position 
is not to be met by the critical examination of the 
economist or of the moralist but by the generous 
judgment and help of those who are more fortunate. 
The Fund offers relief over a wide range of circum- 
stances. It helps one practitioner who, as the 
result of illness or accident, finds himself unfit for 
work and in danger of destitution ; it helps another 
who, by age or misfortune, has been reduced to 
penury or helplessness ; it helps the widow of the 
medica] man who has been left almost penniless ; 
it helps the elderly daughters of a deceased practi- 
tioner who by age, incapacity, or illness are no 
Jonger able to earn a livelihood ; it helps to educate 
or to find work for the members of a deceased 
practitioner's family ; and it helps by an immediate 
grant to solve an acute emergency in a practitioner's 
fortunes. These aims need no support from us, 
but it is true now as it always has been that 
examples of individual misfortune make stronger 
appeal than the recital of group sufferings. Two 
cases helped by the Fund during recent months 
are these : 


(1) A doctor, aged 76, has been bedrid for the last 


two years following a stroke. He is now quite 
«Hildish and unable to look after himself. His two 
sisters are entirely dependent on him; the elder 


is confined to bed with cancer of the bowels, the other, 
about 60 years of age, is very frail and alone looks 
after these two invalids. She cannot afford a servant 
or nurse to help her, and has to do all the housework 
and nursing herself. There is only £110 a year for 
these three to live on. The Fund voted its maximum 
grant of £40. 

(2) A doctor’s widow, aged 65, has since the death 
of her husband been entirely dependent on her eldest 
daughter for support. The daughter, who was making 
a success in her profession as an actress, died after 
a short illness from pulmonary tuberculosis, leaving 
her mother penniless. Other charities contributed 
£55. The Fund voted £36. 


Apart from cases like these there is on the books of 
the Fund a long list of widows of medical men who 
have no other income than the old-age pension of 
£26 a year. If it were not for grants of £26 from 
the Fund, or annuities of £36 which are available 
for some of them, they would have to submit to 
the ignominy of seeking outdoor relief. 

The amount of distress among the members of 
our profession seems to be still but faintly realised. 
Last year 661 grants amounting to nearly £10,000 
were made in all: 331 of these were maintenance 
grants, 16 educational grants, 27 assistance in 
time of illness, 43 were made for specific purposes, 
24 emergency grants in temporary difficulties. 
The total number of annuitants is 177, and largely 
as a result of the legacy of the late Dr. ALEXANDER 
LAWRENCE there are five persons receiving pensions 
each of £100 a year. The total expenditure on 
grants has been nearly £1000 more than during the 
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the accession of 584 new subscribers, the revenue 
from subscriptions and donations for the first time 
reaching five figures. Of these, 223 came through 
the British Medical Association which collected 
£1970 for the Fund during the year. A special 
appeal to medical societies and panel committees 
yielded a response from 23, bringing the total 
number supporting the Fund to 86. A donation 
of £630 was received from the Medical Insurance 
Agency. Sir THomas Bartow, President of the 
Fund, described the reports of honorary secretaries 
and honorary treasurer as eminently satisfactory, 
noting that the Fund had made definite progress 
during the year in securing the support of the 
profession. While no doubt in these hard times 
any increase in benevolence must be regarded with 
satisfaction, the position is hardly to be regarded 
with complacency in which 55,291 registered 
practitioners raise among themselves the sum of 
£10,082 in the course of the year. The amount 
precisely 38. 7d. a head. A_ subscription 
from each of one guinea a year would enable 
the Fund to assist adequately all who apply 
for help. 

The trouble of the Royal Medical Benevolent 
Fund is the number and variety of the claims 
made upon it. To some extent the Fund is able 
to act as a clearing-house for other charities, and 
there is sound reason why it should not be called 
upon when help is available elsewhere. Probably 
the most distressing kind of case which comes 
before its officials is that of the young medical 
man who has died early in his career, before having 
made provision for his wife and young children. 
For this particular kind of risk there is in the 
London area an established and endowed agency 
known as the Society for Relief of Widows. and 
Orphans of Medical Men. By payment of an 
annual subscription of two guineas a newly married 
man gets the satisfaction of knowing that his wife 
will receive support and his children education in 
the event of his early death: such protection 
would cost him many times as much at a life 
assurance office. There are many directions in 
which a young practitioner needs to safeguard 
himself, and although no doubt some are in a 
position to cover themselves against all possible 
risks, there are others who must either unduly 
postpone marriage or live under a cloud of anxiety 
in the early years. For such as these, until success 
in practice enables them to make provision for 
dependants, an annual subscription to the ‘“* Widows 
and Orphans ”’ has a provident character. When 
success renders the practitioner’s dependants 
ineligible for benefits from this society, the sub- 
scriptions become of a purely benevolent nature, 
safeguarding the fund for others less fortunate. 
The society has a long and honourable career of 
nearly 150 years, and no arrangement would better 
meet the domestic anxieties of the young practi- 
tioner. Its membership is however limited to 
those who at the time of application are resident 
within a radius of 20 miles from Charing Cross, 
though adherence later is not affected by change 
of residence. The house officers of all the 
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previous year owing to an increase in income from 


London hospitals are eligible. 
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STREPTOCOCCAL INFECTIONS. 

THE study of the staphylococcal infections as a 
group made up the greater part of the Guy’s 
Hospital Reports for April, 1930. In the January 
issue which has lately appeared the streptococcal 
infections are dealt with in much the same way 
by nine different observers. Dr. J. A. RYLE, 
whose paper opens the symposium, believes that 
although the symptoms of invasion of the blood 
stream by the streptococcus are varied they can 
be collectively considered as manifestations of 
streptococcal fever. Such a presentation is com- 
plicated by the large number of strains of strepto- 
coccus capable of causing blood poisoning and 
the many possible routes of invasion. If surgical 
injuries are excluded, Dr. RyLE thinks that the 
most apparent causes predisposing to streptococcal 
fever are other infections and anemia. Septicemia 
may, of course, originate by invasion of a cutaneous 
or mucous surface or deeper structures, or without 
an evident local focus. He finds that four mani- 
festations seem to be peculiar to streptococcal 
fever due to a hemolytic strain—namely, frequent 
and troublesome diarrhcea, albuminuria with red 
cells and casts, rapidly progressive anemia, and 
a smooth, red, desquamated and sore tongue. 
He bases the diagnosis of streptococcal fever of 
the septicemic type on the association of high 
fever, rigors, quick pulse, delirium or an over- 
alert mentality, rapid splenic enlargement, and 
metastatic infection of serous cavities. A lobar 
pneumonia may complicate a streptococcal invasion, 
and when such a pneumonia is accompanied by 
anemia and is slow. to resolve Dr. RYLE finds that 
lung puncture usually gives a hemolytic strepto- 
coccus. The medium or larger joints, the pleural 
‘acs, the pericardium, the meninges, and the 
peritoneum are the favourite sites for metastatic 
abscesses, although a streptococcal septicemia 
may run its course to death or recovery without 
metastatic symptoms. As regards prognosis Dr. 
RYLE believes that those patients who survive the 
first onslaught and weather the first fortnight have 
a fair prospect of recovery, even when high pyrexia 
continues and complications ensue: other points 
in favour of a good prognosis are a surgically 
accessible focus of invasion, a high leucocytosis, 
and metastatic localisations which are amenable 
to surgical treatment. Unfavourable localisations 
are those involving the meninges or the peri- 
cardium. A careful watch for the development 
of localised infection, in order that aspiration or 
drainage may be undertaken early, is an important 
element in the treatment of these infections ; 
when blood cultures become negative but the 
temperature remains high, the search for metastases 
must be pursued with special care. Otherwise 
the treatment should include good nursing, a 
copious fluid intake, morphine for pain, and 
immobilisation of affected joints. There is no 
sound evidence, Dr. RYLE says, that chemical 
antiseptics by the intravenous route do good, 
and the value of antistreptococcal serum is also 
open to debate. To be given its best chance the 
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first 48 hours, and in adequate dosage : 
not be continued blindly if no improvement follows 


it should 


the first few doses. It is perhaps unfortunate 
that Dr. RyLEeE does not make clear, in the 21 
case-histories which he quotes, on which day of 
illness blood cultures were taken. The diagnosis 
of septicemia presents many difficulties, and is 
often only clinched by the discovery of bacteria 
in the blood ; it would be useful to know at which 
point in the cases quoted this confirmation became 
available. Apparently, a positive blood culture 
vannot be obtained early enough to determine the 
use of serum if this is to be given during the first 
48 hours; serum therapy should therefore be 
undertaken on the strength of a diagnosis based 
on symptoms. 

Writing on streptococcal puerperal sepsis Mr. 
G. F. GrBBEeRD quotes the work of CoLEBROOK, 
Burt-WuHiteE, and others who have found that 
among non-fatal cases infection by a hemolytic 
streptococcus alone occurs in only 8 to 30 per cent. 
of cases. Of the fatal cases the majority are due 
to S. pyogenes, but S. viridans and non-hemolytic 
streptococci and a group of anaerobic streptococci 
may also be responsible in a few cases, Mr. GIBBERD 
considers. Since the vulval skin cannot be 
excluded as a source of infection, he believes that 
the use of antiseptic Jotions still has a place in 
midwifery and should not be discarded as valueless. 
He urges the importance of wearing a mask when 
attending a confinement, a simple precaution 
which has been generally neglected. Recent 
investigations show that the throat of the attendant 
has sometimes been the source of the streptococci 
which killed the patient. Since fatigue and acute 
anemia play a part in the incidence of sepsis. 
Mr. GIBBERD advises blood transfusion in all cases 


of severe hemorrhage, preferably before the 
patient shows signs of infection. The method. 


introduced by Remincton Hosss, of instillation 
of glycerin to promote drainage of the uterus. 
has suffered, in Mr. GIBBERD’s view, from too 
little insistence on the technique to be employed : 
glycerin introduced with bad technique may do 
more harm than good. He recommends anti- 
scarlatinal serum early in the disease, but depre- 
cates the pious hope of a_ blunderbuss action 
which inspires the injection of antistreptococcal 
serum. 

Mr. T. B. Layton is able to state that there is 
no particular clinical type of acute mastoiditis due 
to the hemolytic streptococcus. He believes that 
useful information would be obtained by the 
routine culture of bone from cases of acute 
mastoiditis. In chronic mastoid disease he points 
out that it would be valuable to know at what 
point the primary organism, usually a hemolytic 
streptococcus, is killed off and the bone becomes 
sterile, and the subsequent point at which secondary 
infection of the abscess develops. A paper on 
streptococcal diseases of the skin is contributed 
to the symposium by Dr. H. W. Barper; and 
Dr. L. ForMAN writes on the value of intradermal 
tests with S. hemolyticus, S. viridans, and staphy- 
lococcal vaccines in cases of erythema multiforme 





serum therapy must be begun early, within the 


and lupus erythematosus. Successful treatment by 
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intradermal vaccination has been recorded in two 
cases of erythema multiforme. Dr. F. A. Knorr 
gives a survey of the streptococcal types and their 
significance in clinical medicine, and acute strepto- 
coccal infections of the throat are discussed by 
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Mr. W. M. Motutson. Dr. ArtHUuR BULLEID 
contributes a bacteriological study of the apical 
infection of teeth, and a remarkable case of 
streptococcal septicemia with peritoneal localisation 
is described by Mr. Pattie TURNER. 


ANNOTATIONS 





THE TRAFFIC IN DANGEROUS DRUGS, 


Reports of the fourteenth session of the advisory 
committee on the traffic in opium and of the seventh 
session of the Permanent Central Opium Board are 
full of interesting, but not very reassuring, information 
about the licit and illicit commerce in ‘‘ dangerous 
drugs.’ There are still many States which have 
not yet ratified the Geneva Convention of 1925, 
including four which are members of the Council of 
the League. The illicit traffic in 1926-29 was on 
an even more considerable scale than was suspected. 
Apparently some 21 tons of morphine and heroin 
were exported to non-manufacturing countries in 
excess of medical needs, and about 15 additional tons 
of these drugs, statistically unaccounted for, passed 
into illicit traffic in the five years under review. 
Moreover, six tons of benzoyl-morphine, hitherto 
an unscheduled drug, passed in 1928 through the 
single port of Dairen, an amount which represents 
600,000,000 doses. Large seizures have been made 
of cocaine smuggled into India, mostly of Japanese 
origin, while considerable quantities of contraband 
Persian opium find their way into China. It is 
lamented that four out of the six chief opium- 
producing countries—viz., Turkey, Persia, Russia, 
and China—are at present outside the Geneva Con- 
vention, and attention is drawn to the fact that 
States which are parties to the Geneva or the Hague 
Conventions have failed to follow up the ratifications 
by legislation on the lines of the Dangerous Drugs 
Acts 1920-25 of Great Britain. 

If we turn to the report of the Permanent Central 
Opium Board, which deals with the statistics for 1929, 
we learn that the returns received from several 
countries are incomplete ; this is so even in the case 
of France, while from southern and central America 
there is an almost entire lack of information. As 
Peru and Bolivia are among the chief producers of 
coca leaves such absence of information is regrettable. 
Owing to the conversion of morphine into substances 
not covered by the Conventions it is inferred that in 
1929 12 tons of morphine were manufactured in excess 
of that required for legitimate purposes throughout the 
world. There are strange discrepancies in regard to 
the consumption of cocaine and heroin in different 
countries. Thus the Australian consumption of 
cocaine is double that of other Anglo-Saxon countries, 
and, while in France the consumption of heroin 
is at the rate of 21-6 kg. per million inhabitants, 
in Anglo-Saxon countries it is only 2-21 kg. The 
Board is led to the conclusion that drugs are escaping 
from licit into illicit traffic, but finds that under the 
Geneva Convention it is unable to obtain such 
information as to the contraband commerce as will 
enable it to act with promptitude and efficiency. 
Moreover, the tables supplied for raw opium show 
no sort of agreement as to imports and exports. 
Much is hoped from the new conference on the 
limitation of traffic in dangerous drugs to be held 
next month in Geneva. It is somewhat astonishing 
to learn however from an answer recently given in 
the House of Commons that *‘ the question of limiting 
the production of raw opium is outside the scope of 


the conference.”’ It will be remembered that it was 
a similar exclusion from consideration of the production 
of the raw materials of dangerous drugs that was 
largely responsible for the withdrawal of the American 
delegation, followed by that of the Chinese, from the 
Geneva Conference of 1924-25. It will be. to say 
the least, anomalous if such exelusion is again 
persisted in. 


ALLEVIATION OF PAIN IN CHILDBIRTH. 

Ir ever there is a serious endeavour to supply 
anesthesia during labour for all women who desire 
it, the main problem in England will be how to arrange 
tor the 60 per cent. of confinements that are con- 
ducted by midwives. There can never, we imagine, 
be any question of putting the administration of true 
anesthetics into the hands of these women, unless 
their training develops into something far in advance 
of its present state. It is possible, however, that 
some form of sedative might be contrived which 
could be prescribed by the doctor and administered 
by the midwife, and which might be an effectual 
means of diminishing or abolishing the pains of 
labour without interfering with its progress. <A 
possibility of this kind is forcibly brought to mind 
by the practice described by Prof. H. Sellheim,? 
who discusses the difference between twilight sleep 
and pain alleviation. He recommends a mixture 
composed of half the maximum dose of omnopon, 
and half the maximum dose of scopolamine, given in 
brandy and syrup by the mouth about half an hour 
before the birth of the head is expected. This admini- 
stration can, he says, be safely entrusted to the 
midwife, and is effective in relieving the worst pains 
of labour. Obviously there may be a great deal of 
pain endured before the correct time arrives for the 
dose, but this practice looks to us like a definite step 
in the right direction. _ 


RELAPSES IN SCARLET FEVER, 

Dr. A. Lichtenstein,? director of the Epidemic 
Hospital at Stockholm, defines a relapse in scarlet 
fever—which was first described by Korner in 1875 
as the reappearance during the course of the disease 
of its principal symptoms, especially the eruption, 
in which it is possible to produce a Schultz-Charlton 
extinction reaction with convalescent serum or 
scarlatinal antitoxin. The frequency of relapses 
varies according to different observers, but usually 
ranges within the narrow limits of 0-5 and 1-0 per 
cent. Up to 1925 the percentage of relapses in 
scarlet fever at the Stockholm hospital was 0-5 to 0-6 
annually. Since that date, however, there has been 
a striking increase in their frequency, amounting to 
as much as 10 per cent. in 1929. Lichtenstein is 
inclined to attribute this increase to the remarkable 
mildness of the disease in recent years, which results 
in the immunity produced by the attack being less 
complete than usual. Unlike A. H. G. Burton and 
A. R. Balmain,® he found that cases treated with 

1 See THE LANCET, Jan. 3rd, p. 47. 
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scarlet fever antitoxin showed a lower proportion of 
relapses than those not so treated; of 578 cases 
treated with antitoxin between 1926 and 1929, only 
6-2 per cent. developed relapses, as compared with 
9-3 per cent. among 1462 controls. The same was 
true to a still greater extent of cases treated with 
convalescent serum. Between 1916 and 1929, 761 
scarlet fever patients were given convalescent serum, 
and only 0-8 per cent. had relapses, as compared with 
12,860 controls during the same period, of whom 1-7 
per cent. relapsed. In Lichtenstein’s experience 
children between the ages of 5 and 10 years were 
more likely to develop relapses than adults. The 
relapse, he says, may appear at any stage of the 
disease, but is commonest in the third or fourth weeks. 
As a rule it is mild in character, but occasionally 
it is severe, and in four cases observed at the 
Stockholm hospital it ended fatally. As regards the 
cause of the relapse the question whether it is 
endogenous, as Lichtenstein maintains, or exo- 
genous, is still unsettled. G. Fanconi, who supports 
the theory of exogenous reinfection, states that the 
problem can only be solved by comparing the course 
of scarlet fever in patients treated in separate rooms 
and in large wards. No such investigation, however, 
has vet been made. In a recent communication 
Burton and Balmain,’ who as already stated found 
that antitoxin treatment increased the frequency 
of relapses, maintain that this tendency to relapses 
can be prevented by Dick-testing the convalescents 
and separating the positive reactors from the other 
patients—clear convalescent patients being removed 
to a convalescent ward from which they are dis- 
charged three weeks after admission to hospital, 
while patients with nasal, aural, or purulent dis- 
charge should be treated by the barrier or bed- 
isolation method—and lastly by keeping patients 
in the open air as far as possible. 


STERILITY OF CATGUT. 

NEARLY all surgeons will agree that on the whole 
catgut is the best substance of which to make ligatures 
and buried sutures. It is true that catgut ligatures 
are liable to slip occasionally, but care will guard 
against this happening. Their most valuable quality 
is that they can be wholly absorbed, and thus the 
permanent presence of a foreign body is obviated. 
They have, however, one great disadvantage—namely, 
that in the crude state catgut is the seat of a large 
number of micro-organisms, and certain difficulties 
are encountered in the endeavour to remove these 
completely. From its chemical constitution catgut 
cannot be boiled; the temperature necessary for 
sterilisation in this way will destroy the material 
itself. Other methods, therefore, are constantly 
being devised, and in our issue of Feb. 14th, for 
instance, Mr. Arthur Porritt described one which has 
been successfully employed at St. Mary’s Hospital 
for the last nine years. It consists essentially in the 
employment of oil of peppermint, as suggested by 
Captain 5. R. Douglas, F.R.S., and the process 
apparently makes the catgut absolutely sterile without 
diminishing its tensile strength. Absorption proceeds 
rapidly with very little reaction or fibrous tissue 
formation. Another interesting paper on the subject 
is contributed to the February number of Surgery, 
Gynecology, and Obstetrics by F. L. Meleney and 
Mabel Chatfield, of New York. They began by 
studying 174 specimens of ‘‘prepared catgut ” 
obtained from 12 surgical clinics or purchased in the 
open market. The specimens were labelled with the 
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names of 17 different manufacturers or distributors, 
except eight which bore no labels, and all of them were 
sealed in glass tubes. Each of the samples was tested 
for the presence of micro-organisms. Those from 
ten firms yielded no growth on culture media, but 
the products of seven firms, and all the unlabelled 
tubes, showed growths in from 5 to 67 per cent. of 
the specimens tested. In every instance the germs 
present were spore-formers only, and no pyogenic 
cocci were found. The second object of the research 
being to evolve a standard test of sterility, an attempt 
was made to produce a culture medium in which 
anaerobic spore-forming bacilli will grow readily. The 
medium should be a clear fluid with adequate nutrient 
substances, and it was found that the most suitable 
Was a meat infusion with peptone and reducing 
substances such as glucose and gelatin. The tube 
should be closed with an impermeable material such 
as vaseline, and before being placed in the medium 
the catgut should be washed as free as possible 
from the bactericidal fluid with which it has been 
sterilised, neutralisation being required if chemicals 
nave been employed in sterilisation. Before the 
batch is liberated for sale the tubes must be incubated 
for at least 15 days without any evidence of growth. 


MOSQUITO CONTROL IN ENGLAND 

THE risk to life and health from mosquitoes in 
England is, comparatively speaking, negligible, but 
as a source of discomfort, as well as of economic 
loss, they call for close consideration. Although the 
problem is not fundamentally medical, the latest 
report of the director of the British Mosquito Control 
Institute contains much that will interest practi 
tioners and sanitarians as well as entomologists. 
About a decade ago, when parts of Hayling Island 
were by all accounts almost uninhabitable owing 
to the mosquito nuisance, a resident there took up 
the study of mosquito control as a hobby. At first 
the work done was mainly or entirely local, but it 
proved too valuable to remain so, and in 1925 the 
British Mosquito Control Institute was formed and 
the present building was erected and equipped. 
It is the only existing institution entirely devoted 
to research of this kind. The present report covers 
nearly two and a half years, and the work is described 
under three headings—advisory, research, and educa- 
tional. The first consists in supplying advice by 
‘visits of inspection and by correspondence, a pre- 
arranged charge including a report on the species 
of mosquitoes found, and the remedial measures 
recommended. In one well-known golfing resort 
a serious mosquito nuisance has been ended by a 
local scheme on lines suggested by and under the 
periodical supervision of the Institute. In connexion 
with this aspect of the work a small illustrated 
pamphlet (** How to Recognise and Collect Mosquitoes 
and their Larve ”’) has been prepared for inquirers. 
The research also is described under three heads : 
first, routine examination of specimens collected 
by the staff or sent to the laboratory (this might 
more appropriately come under the heading of 
advisory work); secondly, many kinds of investiga- 
tion either arising from laboratory routine or under- 
taken by request (e.g., testing of larvicides 
and thirdly, specified pieces of investigation carried 
out by science teachers, university students, and 
others using the Institute equipment and the services 
of its staff. The instructional work has included that 
done in connexion with a malaria course for medical 
officers arranged by the London School of Hygiene 
and Tropical Medicine, elementary or advanced 
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short courses on mosquito control or research, and 
casual information given by the staff to visitors to 
the museum, who have numbered 6551 in the past 
five and a half years. Photographs and lantern 
slides are also produced and lectures and demon- 
strations are given at scientific meetings. No 
detailed account of the work is attempted in the report, 
but certain items of interest are described. Among 
these may be mentioned the investigation of a 
number of females of Aédes cinereus from the neigh- 
bourhood of Birmingham which were infested with 
larval hydrachnid mites, and a study of the habits 
of Culex pipiens by a zoology student of Cambridge 
University. An account is given of modifications 
and developments in the special apparatus originally 
designed by the Director in 1923 for ordinary and 
stereoscopic photography of insects, and a chart 
is reproduced which gives particulars of larve 
collected on Hayling Island. 


COST OF MEDICAL EDUCATION IN AMERICA. 

It is generally reckoned in this country that it costs 
round about £1000 to obtain a medical degree, without, 
of course, counting the money that the student 
might be earning during his five or six years’ education, 
The figure naturally varies with the amount of hard- 
ship which he is prepared to endure and with the fees 
and extras of the particular college which he selects. 
It is interesting to compare this rough popular estimate 
with a careful investigation of the costs of medical 
education in the United States which was published 
recently by Dr. R. G. Leland.' He finds that the 
average annual sum spent by the student is $1100, 
this being an increase of $200 a year on the figure 
for 1920. At the lowest possible estimate, therefore, 
a medical education must cost at least $5000, and if 
all the factors, such as pre-medical education, expenses 
during post-graduate education and loss of potential 
income from other professions, are taken into 
consideration the actual cash cost may be more 
nearly $10,000. The information was obtained by 
viving expense-books to students and asking them 
to keep an account of their expenditure. As a result 
1253 books were available, and this was reduced to 
1161 when married students and students living at 
home were subtracted. The number is obviously 
insufficient for more than guarded conclusions. The 
fees in American universities differ very considerably 
—from $66 to $610 a year. 
expended for books, instruments, and journals also 
varied widely, from $67 to $189, and the expense for 
room and board varied from $272 at the University 
of [Illinois to $569 at Harvard. The highest average 
total cost was $1716 per annum at Dartmouth Medical 
School, with Harvard a close second, while the lowest 
reported was $425 at the University of Wisconsin. 
Apparently at least half the students find time to 
earn some money while they are working. There 
seems to be a gradual increase in expense as 
the student years go by, except that freshmen pay 
more for their books and instruments. There also 
seems to have been a steady increase in expense 
during recent years; tuition and fees, books and 
instruments now cost over 50 per cent. more than in 
1920. On the other hand, the cost of room, board, 
and clothing has only risen very slightly, and there 
is a decided decrease in expenses for recreation. 

A corresponding study in this country would be of 
interest. Medical students here suffer greatly from 
the lack of facilities for earning money in their spare 
time, and the length and expense of the curriculum 
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is steadily increasing. In an editorial published 
in the same issue the Journal of the American Medical 
Association doubts very seriously whether it is a 
sound trend in human life to postpone maturity more 
and more. The best conditions for reproduction 
exist before the age of 30, but no member of a 
profession nowadays: has an economic chance of 
marriage before that age. The editorial further 
points out that if the sum represented by the cost of a 
medical education were properly invested for a young 
man at the age of 20, he would, by the time he was 50, 
have an income which would maintain him in comfort 
for the rest of his life. It is a reasonable question 
whether the average income of the physician represents 
a proper economic return on the cost of his education. 
It is easier to point out the difficulties than to suggest 
their solution. The Journal calls for more actual 
evidence, such as that offered by Dr. Leland, to take 
the place of arm-chair philosophy and unpractical 
ideals. 


STEREOSCOPIC RADIOGRAPHY. 

MEDICAL opinion in this country is divided on the 
value of stereoscopy in the diagnosis of chest diseases. 
The tuberculosis experts who made a tour last summer 
of institutions in Canada and the United States were 
struck by the reliance there placed upon stereoscopic 
radiography, and on their initiative the subject 
came up for full discussion at the Oxford meeting 
of the Tuberculosis Association reported elsewhere in 
our columns. Dr. J. B. Christopherson indicated 
at the outset that the ordinary radiogram of the 
thorax is a shadowgraph—a picture of a flat area 
having two dimensions—and that in order to unravel 
questions of orientation and of relative depth of 
structures, or to discover the relative position of 
different parts of the same structure in the chest, 
resort must be had to screening or to the study of 
films taken from different angles. The aim ot 
stereoscopic radiography is to introduce the addi- 
tional factor of solidity or depth. Binocular vision 
is stereoscopic vision, and stereoscopic vision might 
be defined as the direct perception of the relative 
distances of objects. Until, however, two films can 
be taken simultaneously the success of a stereoscopic 
picture of the chest will largely depend on the exact 
maintenance of immobility during exposure, a period 
of 3'/, seconds with the apparatus in use at Victoria 
Park Hospital. He had found radiostereoscopy of 
the chest of special value in four conditions: (1) in 
artificial pneumothorax, for orientating adhesions; 
(2) in cases where lipiodol is used for investigation ; 
(3) for locating foreign bodies; and (4) for locating 
cavities in tuberculous lungs. Unsatisfactory stereo- 
scopic effects in chest cases were due as a rule, he 


thought, to failure in equipment, which more 
collaboration between clinician, radiologists, and 
engineer might be expected to eliminate. Dr. Peter 


Edwards (Cheshire) admitted that stereoscopy had 
given him a new interpretation of the value of X ray 
films in his daily work. His routine was to screen 
every chest, and then to decide whether to take a 
flat or a stereo film. Eight types he selected for the 
stereo were: (1) one that revealed very little wrong 
on the screen; (2) one that revealed a foreign body ; 
(3) one that revealed a hydatid; (4) the doubtful 
silicotic ; (5) the artificial pneumothorax case with 
adhesions, to decide as to thoracoscopy; (6) 
after injection with lipiodol ; (7) cases in which there 
was encysted fluid ; (8) cases in which it was essential 
to localise the lobe in which there’ was an abscess 
or bronchiectasis. Moreover, in the stereo one often 
found early indication of the development of disease 
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which could only be seen in the flat film months later. 
With good screening and stereos he thought there 
would be less need for the thoracoscope. With the 
apparatus he used both exposures could be taken in 
9/20 second. Dr. L. B. Stott (Papworth) enumerated 
various possible sources of error in shadow stereo- 
graphy, such as the fact that minute lateral displace- 
ments will produce considerable anteroposterior 
distortion, and the increase or decrease of the 
stereoscopic effect according to the different degrees 
of tissue translucency to X rays. The clinician, 
he thought, was on safer ground in depending upon 
conscious deduction from anteroposterior and lateral 
views rather than running the risk of stereoscopic 
illusion. Many speakers formed a bridge between 
these extreme views. It was suggested that the 
conflict might be due, at least in part, to stereo- 
scopic blindness, unsuspected by those who suffered 
from it. 


CLOSING THE HOLE IN CASES OF 
DETACHED RETINA, 

Tue treatment of detached retina by cauterising 
the hole has been practised by several ophthalmic 
surgeons in England during the past year. According 
to its originator, J. Gonin, of Lausanne, nearly all 
idiopathic detachments—i.e., those not due to disease, 
trauma, or tumour—are caused by adhesions between 
vitreous and retina at the site of old patches of 
choroiditis, usually in the periphery, not far from the 
ora serrata. When the vitreous contracts it is liable 
to pull on the retina at these points and the result 
may be a tear, through which the fluid in the vitreous 
chamber enters the subretinal space and causes 
the detachment. If the tear can be located with 
sufficient accuracy and can be sealed, the channel 
through which fluid flows is closed, any remaining 
fluid is absorbed, and the condition is cured. Gonin 
is convinced that a hole is formed in every case of 
spontaneous detachment though it may be very 
difficult to find, and in some cases impossible owing 
to opacities in the media. If, however, it can be 
found, and the detachment is recent, he claims 
that his operation gives a very good chance of cure, 
though in view of the uncertainty of exact location 
and the frequent presence of multiple holes it may 
have to be repeated several times. In cases of long 
standing the retina may have lost its function and 
the prognosis for vision is, of course, much worse. 

The first essential in preparation for operation 
is to loecalise the hole and this is a very laborious 
and difficult task. After finding it with the 
ophthalmoscope the exact spot on the sclera which is 
over it has to be defined. For this there are two 
indispensable data—first the exact meridian of the 
globe in which it is situated, and secondly, the exact 
distance of the spot on this meridian from the corneal 
margin. To define the meridian indian ink marks 
are made just outside the corneal margin in the line 
which is continuous with that joining the hole with 
the macula. The distance from the corneal margin 
is found by estimating the distance from the hole 
to the ora serrata in dise diameters, one dise diameter 
heing reckoned at 1-5 mm. Add to this 8 mm. for 
the distance from ora serrata to corneal margin, and 
if vour estimations are accurate you have localised 
vour hole. This is all done before the operation. 
Now, having reflected the conjunctiva at this spot 
and made a 2mm. incision with a Graefe knife through 
sclera and choroid, Gonin introduces a Paquelin 
cautery heated to white heat in order to seal the lips 
of the hole. Others have practised a modified pro- 
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cedure, usually with an electric cautery. R. Rubbrecht. 
of Bruges, makes an incision 4 or 5 mm. long and 
passes the cautery rapidly along its whole length in 
order to make more sure of hitting upon the hole. 
Sir William Lister? points out that the cautery, 
when once in the subretinal fluid, can no longer 
retain its heat, and considers it safer not to pierce 
the choroid but to use the cautery to cause an 
inflammatory focus in it at the spot opposite the hole, 
in the hope that the margin of the tear may become 
adherent to it. Instead of puncturing the sclerotic 
with a Graefe knife he prefers to make a hole gradually 
by burning with the galvano-cautery which will block 
up any vessels which may be divided. Mr. G. W. 
Black* describes the procedure as now carried out at 
Moorfields Hospital. 

The sclera may be first pierced by a knife, and the inter- 

retinal fluid allowed to escape, or the passage through it 
may be effected by the cautery. The electric cautery with 
a point of 1 mm. diameter, is used white-hot, and after 
piercing the sclera it is withdrawn to allow it to recover its 
heat and then plunged rapidly in and out again to produce 
scarring of the retina, 
Gonin’s procedure, however, is apparently unchanged. 
He lays stress on the importance of the after-treatment. 
The patient is put to bed for a week with his head 
in such a position that the weight of the vitreous 
tends to keep the hole closed. If the hole is in the 
lower part of the fundus the patient may be allowed 
to sit in an arm-chair a few days after operation. 
An ophthalmoscopic examination should not be 
made before the expiration of five days. If not 
successful the first time the operation may have to be 
repeated in about a fortnight. Gonin has made as 
many six thermo-punctures on the same eye 
before obtaining a cure, but as a rule one or two 
suffice. A case was recently shown at the Royal 
Society of Medicine by Mr. Humphrey Neame where 
three unsuccessful attempts to close the hole were 
followed by a fourth successful one with restoration 
of vision. 

Gonin claims to have obtained definite cures in 
about 60 per cent. of his recent cases, this percentage 
diminishing with the age of the detachment. 
Although it is undesirable to encourage hopes doomed 
to disappointment in the case of old detachments 
the experience already gained may justify the belief 
that this operation, or some modification of it, marks 
a distinct advance in the treatment of this distress- 
ing disease. This belief might considerably 
strengthened if it were possible to publish details 
of the condition of patients who had been operated 
on not less than a year ago. We note that Mr. C. 
Shapland will read to the Oxford Congress of Ophthal 
mological Societies later on this month an analysis 
of 100 cases treated by cautery puncture. 
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DIPHTHERIA IMMUNISATION. 

Our potential control over diphtheria 
apace ; our actual control will presumably follow in 
due course. Schick-testing and deliberate immunisa- 
tion with toxin opened up the possibility of a popula- 
tion made artificially resistant. The use of toxin 
itself led to some inconvenience and a few disasters, 
and the discovery that it could be made non-poisonous 
without losing its immunising power by treatment 
with dilute formalin was a step of first-rate hygienic 
importance ; this “‘ toxoid’ or “ anatoxin”’ is now 
in general use. Further improvements have lately 
been introduced by A. T. Glenny and his colleagues 


proceeds 


4 


' Brit. Jour. Ophthal., 1930, xiv., 359. 
*? Trans. Ophthalmol. Soc., 1930, 1., 545. 
* Middlesex Hospital Journal, March, 1931. 


* Jour. Path. and Bact.. 1931, xxxiv., 131 and 267. 
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at the Wellcome Laboratories at Beckenham. They 
have found that the active antigenic agent in a 
solution of toxoid may be precipitated and purified 
by the addition of potash alum, and that this alum 
precipitate is decidedly more effective than untreated 
toxoid in immunisation. The precipitate, for 
instance, may contain 81 per cent. of the toxoid in 
the solution, and only 11 per cent. of the total nitrogen, 
a purification of about seven times. With larger 
amounts of alum less toxoid is precipitated, but the 
purification may be as much as 30 times. Tested on 
animals either experimentally or in the course of the 
production of therapeutic sera, these alum precipitates 
make exceptionally good antigens. This appears to 
be because they are relatively insoluble and remain 
at the site of injection for a long time, whereas 
ordinary toxoid in solution is quickly eliminated 
from the body. In an elegant experiment two lots 
of guinea-pigs were inoculated intracutaneously, 
the one with toxoid, the other with alum toxoid. 
After three days pieces of skin, including the sites of 
injection, were excised and injected into normal 
guinea-pigs. The animals receiving the alum toxoid 
skin became immune, but not those which had the 
toxoid skin. The facts afford another illustration of 
the fundamental importance of successive stimulation 
in immunisation. A primary dose gives the animal 
experience and, if it effects little by itself, puts it in 
a position to respond more abundantly to a second 
dose. Alum toxoid is so insoluble that the animal 
acquires the necessary training before the original 
dose has been used up. A single dose, therefore, may 
be expected to do as much as two doses of soluble 
toxoid—plainly a great gain in dealing with the 
wholesale immunisation of children. 


THE LONDON HOSPITAL SERVICE. 

It was a happy thought on the part of the promoters 
of the King’s Fund to get together those engaged in 
many different branches of the hospital service of 
London, to give them an opportunity to meet each 
other and to learn each other’s points of view. The 
gathering included representatives of the British 
Hospitals Association and of its London regional 
committee, of the Hospital Saturday and Sunday 
Funds, of the Hospital Saving Association, and of the 
College of Nursing, as well as of the London County 
Council. Lord Macmillan, who has acted as chairman 
of the committee of relations between the voluntary 
and municipal hospitals in London, remarked that 
it was a common experience to find, when we come 
into personal contact with those from whom we have 
differed at a distance, that we are much more in 
sympathy with them than we ever suspected. In 
domestic as in international affairs it was difficult 
to know where to draw the line between government 
and liberty, between State control and individual 
enterprise. Some people, he said, had been foolish 
enough to say that the passing of the Local Govern- 
ment Act of 1929 sounded the knell of the voluntary 
system. I do not believe it for a moment, he 
said amid general applause. The London County 
Council was far too wise a body not to recognise 
what a vast asset the voluntary hospitals represent 
for the community which they govern, and what a 
burden would be imposed upon them, were they to 
attempt to supersede the voluntary hospitals. Parlia- 
ment had made provision for consultation between 
local authorities and voluntary hospitals and the 
meetings of the consultative body in London had 
admittedly been both interesting and helpful. Lord 
Macmillan concluded by remarking that the voluntary 
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hospital system seemed to answer to a kind of 
instinct in human nature, and Sir George Hume, an 
ex-chairman of the London County Council, who 
followed, said he was as keen as anyone on seeing 
the voluntary system maintained and encouraged. 
They were, of course, faced with the need of laboriously 
putting together an organisation which had been 
almost lacking ; but there must, he said, be consulta- 
tion at every step, and Section 13 of the Act provided 
means for the necessary contact. If an example 
was needed of the Council’s attitude, one need only 
turn to the new Becontree estate near Ilford. Did 
the London County Council plan there a_ public 
hospital at its own expense? No; it was another 
ex-chairman of the Council who himself took the 
trouble to organise a new voluntary hospital to be 
called after King George. The gathering which 
took place at Mr. Henry Welleome’s invitation in 
the spacious rooms of the Historical Medical Museum 
undoubtedly served its immediate purpose of bringing 
into close touch many different branches of hospital 
work, and is likely to serve the larger purpose of 
reassuring many who have had some anxiety as to 
the reality of the proposed coOperation. 





THE cheap edition of the report of the Select 
Committee on Patent Medicines (1914) has been out 
of print for some years and, as Mr. Somerville Hastings 
elicited from the Treasury representative in the 
House of Commons last week, is not likely to be 
reprinted. Only the full edition containing proceedings 
and evidence is available (H.M. Stationery Office, 
6s. 7d.). We would remind our readers that the 
report, along with the text of the 1920 Bill, was 
printed as a special supplement to THe LANCET of Jan. 
10th, 1925, of which copies are still available at 2s. 6d. 

IN an announcement last week of the proceedings 
of the eighth British Congress of Obstetrics and 
Gynecology to be held in Glasgow on Wednesday, 
April 22nd, and following days, we stated that the 
discussion on the clinical and pathological features 
of ovarian tumours would be ‘introduced by Prof. 
Blair Bell and Prof. Beckwith Whitehouse from the 
clinical side and Mr. T. G. Stevens from the patho- 
logical side.’ Prof. Blair Bell points out that this 
wording limits him in the discussion to one, the 
clinical, side of the subject, whereas he intends to 
deal with both sides. 

THE SERVICES 
ROYAL NAVAL VOLUNTEER RESERVE. 
Surg. Lt. T. C. Stevenson to Victory, for Haslar Hospital. 
Proby. Surg. Sub-Lts. D. R. Hughes to Victory, for Haslar 


Hospital, and R. G. Reid to Dorsetshire. 
Surg. Sub-Lt. D. M. Dean to be Surg. Lt. 


ROYAL ARMY MEDICAL CORPS. 

Capt. H. E. A. Boldero resigns his commn. and is granted 
the rank of Maj. 

Capt. W. Y. Eccott to be Maj. (prov.). 

TERRITORIAL ARMY. 

Lt.-Col, R. Ward to be Bt. Col. 

ARMY RESERVE OF OFFICERS. 

Lt. G. B. M. Heggs to be Capt. 

INDIAN MEDICAL SERVICE. 

The undermentioned officers retire: Col. C. C. 
and Lt.-Col. W. O. Walker. 

Lt. P. Shannon to be Capt. (prov.). 

Taquid Deen Ahmad (T.C.), Mohammad Jafar, Fateh 
Mohammad Khan, Dev Datt, Madan Gopal Sainchar, 
and Saiyad Wasiul Hasan Askari from I.M.S. (T.C.) to be 
Lts. on Proby. 

Manohar Keshav Pandit to be Lt. on Proby. 

Lt. C. F. J. Cropper to be Capt. 

Col. G. Hutcheson retires. 


Murison 
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MODERN TECHNIQUE IN TREATMENT 


A Series of Special Articles, contributed by invitation. 


CCCXVI. 
THE MANAGEMENT OF COLOSTOMY 
OPENINGS. 


It is a great shock to anyone to find that he is 
obliged to have an artificial opening for the passage 
of the bowel contents in place of the one provided by 
nature. But it is quite a mistake to suppose that 
such an opening will make the patient a permanent 
invalid, or will prevent him from living an ordinary 
or active life. Many doctors even seem to be quite 
unaware of the degree of control over the bowel 
actions that can be obtained by patients who have 
a proper modern colostomy opening. They are apt 
to judge by cases they have seen in the past and 
especially by cases of inoperable carcinoma treated 
by colostomy only, often in the last stages of the 
disease. 

Naturally at first, before they have got used toa 
colostomy, patients are liable to have occasional 
accidents due to mismanagement; but after a few 
months, often after a few weeks, they obtain com- 
plete confidence, and unexpected actions of the bowel 
never occur except, perhaps, as the result of care- 
lessness. In time they acquire a sense of when the 
bowel is due to act and have plenty of warning. 
Many patients who have colostomy openings live very 
active lives—hunt, play golf, shoot, dance, dine out, 
travel, and perform all the other activities of a normal 
person. A little patience and practice are required 
to learn how best to manage, but once this know- 
ledge is acquired patients should experience little, 
if any, inconvenience, and no one but themselves and 
their family need know that they are in any way 
abnormal. 

The following hints for the management of a 
colostomy opening were written for me by one of 
my patients who has had such an opening for over 
15 years, and who has, during that period, lived a 
most active and useful life. I have added to and 
supplemented his original notes from what other 
patients have told me, and | think these hints should 
prove of value to doctors who are consulted by 
patients with colostomy openings. 


Belts and Dressings. 

The so-called colostomy belt with a rubber cup is 
worse than useless—the cup allows a prolapse of the 
bowel, and the whole arrangement is grossly messy. 
The best thing is to have a simple, well-fitting abdo- 
minal belt for day use and a less stiff one for night. 
In many cases a shallow cup or flat plate is necessary, 
but it should not be attached to the belt in any way. 
The bath belt can be home-made, a strip of thin 
rubber sheeting about 4 or 5 in. wide, tied with three 
tapes, or fixed with a catch. 

Robinson’s cellular wadding (wood wool) is a most 
perfect absorbent dressing ; one roll carefully used 
may last for ten days or a fortnight. The roll should 
be cut up into lengths of about 15 in. or more, accord- 
ing to the size of the abdomen, and the cut piece 
should cover the abdomen. First a graduated pad 
of this dressing should be placed over the opening 
and the cut piece laid on and covered with a layer 
of ordinary cotton-wool; the cotton-wool is to 
prevent the dressing from fraying. Finally the belt 
is fastened on. When the dressing is being changed, 
all the soiled or damp parts should be removed and 


the remainder kept for redressing. The wood wool 
can safely be thrown down the lavatory, since it will 
absorb, but on no account should the cotton-wool be 
so treated, or it will choke the drains. Cotton-wool 
should be burnt. When travelling wood wool alone 
should be used for this reason. 


Suggestions for a Normal Day. 

On waking up in the morning the patient may, or 
may not, be conscious of having had an action of 
the bowels; this probably took place in the early 
hours. He should not pay any attention to this, 
but have his breakfast in bed ; a light breakfast, hot 
tea or coffee, roll and butter, and perhaps an egg and 
some fish. Then, if he is a smoker, he should smoke 
and read his paper. In about half an hour he should 
have the after-breakfast action. The object ot 
having breakfast in bed is to save a dressing. The 
night belt should then be removed, the excreta cleared 
away into a pan, a small dry pad and the bath belt 
applied, and a bath should be taken. 

A hot or warm bath is essential, for it is only in this bath 
that the parts can be thoroughly cleansed. After the 
patient gets into the bath he should first wash the head, 
face, and hands, and afterwards the rest of his body; then 
the belt should be pushed down and the pad removed. The 
pad should be rinsed and put on one side and all the 
folds and crevices about the wound very thoroughly 
cleansed. The pad is then replaced, the belt pulled over 
again, and the patient gets out of the bath and dries himself. 
The bath belt and pad are then removed and a dry pad put 
on and tied across with the day belt. 


Normally there should be no further trouble until 
the dressing is changed again on application of the 
night belt, but there may be a small action. When 
changing for dinner, especially if the patient is going 
out, it is as well for him to look at the dressing and 
remove any damp or soiled dressings. Whenever the 
parts are dressed a little powder, such as Johnson 
and Johnson’s ** Baby Powder” should be sprinkled 
on the parts. 

Onions in diet may lead to loose actions at odd 
times. The patient will soon find out for himself 
what to avoid ; fruit with small pips, onions, cream, 
&c., are generally aperient in action, as also is spinach, 
and for some people beer and champagne. A capsule 
of kerol (intestinal) lll 3, if taken before breakfast 
daily, will completely deodorise the excreta. 

Diarrhwa.—Should the patient be unfortunate 
enough to have an attack of real diarrhea he may 
have to keep on his back during the attack, and take 
a dose of the following medicine, repeated in three 
hours if necessary. One dose is generally enough : 


RK Bismuth carb +s i i hie gr. 40 
Sodii bicarb. ' : : - gr. 10 
Tinct. kramer . ia dr. 4 
Tinct. camph. co. . ae . < Mm 20 
Tinct. card, co. ; a4 , a Mm 20 
Sp. chlorof. . nin - 3 mM 15 
Aq. menth. pip. : - ad oz. 1 


Mitte 8 oz.; 1 Sth part for a dose. 


Where there is constipation four or five stewed 
prunes for dinner will give an action of the bowels 
about 10 o'clock. Ordinary aperients are rarely 
necessary. 

Most people can keep themselves quite clean and 
comfortable, and without any fear of accidents, by 
the foregoing method of management; but a few 
after a good trial find that the bowel does not act 
with sufficient regularity. If that is the case the 
following alternative method of management is 
recommended. It is the method mainly adopted 
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by working-class patients who have to be at their job 
early each morning. 


Washing-out Method. 

After breakfast the patient sits on a chair with a 
slop-pail or other suitable receptacle between his 
knees and places a piece of mackintosh so as to drain 
everything from the colostomy opening into the pail. 
He then takes a long rubber rectal tube, easily 
obtained at any chemist, which has been lubricated 
all over with glycerin or soft soap and passes it 
into the upper, or business opening. The tube should 
be pushed in as far as it will go, but on no account 
should any force be used. After the tube is in place, 
a piece of wet wool is packed round the tube where 
it comes through the opening and held firmly in place 
with the fingers. The free end of the tube is now 
attached to a douche can or Higginson’s syringe, and 
a water enema of about 2 pints is allowed to flow 
into the bowel through the tube. This should bring 
away any excreta that have accumulated in the 
bowel during the previous 24 hours. If necessary the 
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wash-out can be repeated. The skin round the 
opening is now cleaned up after removing the tube 
and dusted with baby powder. The pad and plate 
are then adjusted and the belt put on. No further 
action of the bowel should occur until the process is 
repeated next morning. It is often desirable to wait 
a few minutes after the wash-out to allow any water 
to escape before adjusting the pad. Belts with a 
receptacle for the excreta are often advised by instru- 
ment makers, but they are messy and unpleasant 
and quite unnecessary except in a few very special 
Cases. 

If the patient finds the colostomy opening is not 
behaving as it should, he should consult his doctor 
or surgeon at once, as he will be able to advise as 
to what to do. Hf proper regularity and control 
cannot be obtained by these methods it is generally 
due to the colostomy being wrong, badly made, or 
strictured, and such errors should be corrected by a. 
surgeon. 

J. P. LockHART-MuMMERY, F.R.C.S. Eng., 
Senior Surgeon, St. Mark’s Hospital. 


SPECIAL ARTICLES 


A SURVEY OF THE 


IMMUNISATION OF CATTLE AGAINST 
TUBERCULOSIS. 


ATTEMPTS to immunise cattle against tuberculosis 
have been made by many workers and many methods 
since the end of last century. The reasons for these 
efforts are obvious; not only would the protection 
of cattle against infection with the tubercle bacillus 


be a sound economic proposition in itself, but it 
would also contribute materially to the task of 
ensuring a safe tubercle-free milk-supply. For 


example, over a period of nine years after the war 
the number of cows found to be tuberculous in the 
City of London abattoirs is quoted by Savage! as 
210, or 33 per cent., whilst statistics show that from 
5 to 10 per cent. o! milk samples taken in various 
parts of the country contain virulent tubercle bacilli. 

The methods of immunising cattle may be divided 
into four main groups: (a) the use of vaccines made 
from tuberculin, the various split products of the 
tubercle bacillus and dead bacilli; (b) the use of 
vaccines of living tubercle bacilli of strains other 
than bovine—e.g., the tubercle bacillus cold- 
blooded animals, avian and human strains; (c) the 
use of vaccines of living bacilli of bovine strain ; 
(d) the use of vaccines the precise nature of which 
has not been divulged. 


of 


(A) Dead Vaccines. 

This group comprises vaccines made from tuberculin, 
the various split products of the tubercle bacillus and 
dead bacilli. 

(1) TUBERCULIN. 

It is surprising that so few attempts were made 
during the great tuberculin era at the end of last 
century to use Koch’s old tuberculin as a means of 
immunisation of cattle. The literature contains only 
a few short records of experiments, and they are too 
incomplete to be of very great value. To McFadyean ? 
belongs the credit of the first attempt. His first case 
was a heifer which gave a positive tuberculin test 
shortly after purchase. In all it received 18 injections 
with tuberculin with doses rising to 20 c.cm., and was 


then inoculated intravenously with a gland emulsion, 
rich in tubercle bacilli, from a horse. Subsequent 
tuberculin tests were either negative or only feebly 
positive, and when the animal was killed three months 
afterwards no lesions were found at the post-mortem 
examination except a completely calcified tubercle 
in a mesenteric gland. Meanwhile two control 
experiments with the test gland emulsion from the 
horse had resulted in the death of the two animals 
with typical tuberculosis. McFadyean’s second case 
was a heifer which gave three positive and one 
indecisive tuberculin reactions to four test doses of 
1 c.cm. The animal was then inoculated intra- 
venously with material containing tubercle bacilli of 
proved virulence. After inoculation this animal was 
given eight injections of tuberculin in 10 or 20 ¢.em. 
doses. These were followed by six injections. of 
virulent tubercle bacilli. A year after the first inocu- 
lation with tubercle bacilli the animal died and 
tuberculous lesions were found post mortem. A high 
degree of resistance was evidently present in these 
two animals, but whether natural or acquired is not 
clear, and the experiments do not appear to have 
been repeated. Pearson and Gilliland*® are also 
reported to have made an unsuccessful attempt to 
immunise cattle with tuberculin. 

Later Calmette and Guérin‘ attempted the 
immunisation of two young heifers. The first was 
given two intravenous injections of 10 ¢.cm. crude 
tuberculin at ten days’ interval. Thirty days after 
the second inoculation the animal was given a 
resistance test injection of 3 mg. bovine tubercle 
bacilli (strain ‘‘ Nocard’’), and 58 days later it died 
of acute tuberculosis. The second animal was given 
two intravenous injections of 20 and 50 eg. respec- 
tively of tuberculin precipitated by alcohol, with a 


ten days’ interval between the inoculations. A 
resistance test, the same in amount as that of the 
first animal, was then given with the same result—a 


rapidly fatal tuberculosis. The authors considered 
that the tuberculin had retarded the fatal result in 
these two instances, but nothing more. Calmette 
also quotes Rothe and Bierbaum ® as having had a 
similar experience. 

All these experiments appear to have been made 
with Koch’s old tuberculin. The present 
cannot find any record in the literature 
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tuberculin having been used for the immunisation 
of cattle. In Calmette’s opinion tuberculin has no 
toxic action on the healthy animal body and there- 
fore has little or no effect in raising resistance. 


(2) BACILLARY PRODUCTS. 

Since the early work of Vaughan and Wheeler ° 
and others on the split products of bacillary sub- 
stance, many attempts have been made to produce 
vaccines by treating tubercle bacilli with various 
substance: which break up the bacillus. Foremost 
of these products are those which result from removal 
of the whole or part of the waxy envelopes. These 
vaccines are chiefly lipoid substances. Calmette 7 
states that bacilli freed from lipoids by appropriate 
solvents which do not modify the protoplasmic 
substances too profoundly can be used as antigens, 
but that in his hands efforts to employ them as 
vaccines have been failures. In collaboration with 
Guérin * he experimented with a lipoid made by 
extracting bovine tubercle bacilli first with boiling 
acetone and then with benzine. A young heifer was 
injected intravenously on two occasions with ten days’ 
interval with 100 and 200 mg. of the extract emulsified 
in bile. Thirty days later a resistance test of 3 mg. 


bovine tubercle bacilli was administered and the 
animals died of tuberculosis 24 days afterwards. The 


experiment was repeated with a younger heifer (two 
months) with a similar result. The authors there- 
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thus produced, however, is not likely to be per- 
manent. 

Only a few of these numerous attempts 
been applied to cattle. Vallée * tested a 
of bovine bacilli heated for one minute to 100°C. 
Three cows and their calves were used and the 
experiment was conducted on lines precisely similar 
to those recorded below with iodised bacilli, all 
being vaccinated by mouth. Some received a 
resistance test dose by mouth and were killed five 
months later, others were placed in a contaminated 
herd. All developed tuberculosis. 

Calmette and Guérin ‘ prepared for this purpose 
a vaccine of bovine bacilli heated for 36 minutes at 
65°C. A heifer inoculated intravenously with 20 mg. 
of this vaccine and then given a resistance test dose 
of 3 mg. bovine bacilli 30 days later was found at 
autopsy 90 days after the resistance test to have 
chronic tuberculosis. Discussing this question later 
Calmette 7 concludes that the results obtained in 
this way are nothing more than the modification of 
an acute rapidly fatal miliary tuberculosis into a 
chronic slowly progressive tuberculosis. He cites 


have 
vaccine 


Rothe and Bierbaum® as having come to similar 
conclusions. Immunisation has also been attempted 
with vaccines of tubercle bacilli killed in various 


ingenious ways. Thus Vallée * used bacilli macerated 


in iodine water. He cultivated bovine tubercle 
bacilli in glycerin broth for six weeks and then 


fore concluded that this form of vaccination had | TéPlaced the broth with iodised wanes (1 in £00) for 
absolutely no power of protecting cattle against | One hour. Four bovines were inoculated intra- 
subsequent test inoculation with virulent bacilli. venously with the vaccine thus prepared. The first 


It must be noted, however, that Vallée* had 
previously obtained more encouraging results with a 
vaccine of tubercle bacilli which had been desiccated 
and extracted with petroleum ether by mechanically 
shaking for 50 hours in a flask containing glass beads, 
the bacilli thereby losing a large part of their acid- 
fastness. Four calves of four months old were used, 
all being vaccinated by the intravenous route. The 
first two were given 50 mg. on two occasions with a 
20 days’ interval. They were given an intravenous 
resistance test dose of 2 mg. virulent bovine bacilli 
a month later, and when killed two months after 
this showed only slight tuberculosis at autopsy as 
compared with the two controls which had received 
the same dose resistance test. The third calf was 
given one dose of vaccine of 200 mg., and the fourth 
one dose of 400 mg. These two were given a resistance 
test of 15 eg. virulent bovine bacilli by the intestinal 
route three months later. Both animals together 
with the controls were killed at the fifth month. 
The third animal showed tuberculous glandular 
lesions equivalent in amount to the controls, but the 
fourth animal had only three small calcified mesen- 
teric glands. Vallée concluded that these results 
were not sufficiently promising to warrant further 
use. 

(3) VACCINES OF DEAD BACILLI. 


In the early days of tuberculosis immunisation 
numerous attempts at prophylactic vaccination were 
made with dead bacilli. Some of these early workers 
reported abscesses following injection (possibly 
examples of Koch’s phenomenon) and even lesions 
resembling those of active tuberculosis have been 
recorded. In one series of experiments Calmette 7 
succeeded, however, in causing young guinea-pigs 
to tolerate the ingestion of very large doses of bacilli, 
and recently Petroff and Stewart * have produced a 
considerable degree of immunity in guinea-pigs by 
means of dead bacilli. Loeffler'® and others have 
also reported encouraging results. The immunity 


received 200 mg. vaccine with a 
3 mg. bovine bacilli 30 days later. This vaccinated 
animal died of tuberculosis. The second animal 
received the same vaccinating dose and a resistance 
test dose of 10 cg. bovine bacilli by mouth. When 
killed 80 days later no naked-eye lesions of tuber- 
culosis were found, whilst the control showed well- 
marked mesenteric tuberculosis. The third and 
fourth animals were given 400 mg. iodised bacillary 
vaccine followed by a resistance test dose of 15 eg. 
bovine bacilli by mouth. When killed 148 days later 
they presented tuberculous lesions of mesenteric 
glands similar to those of the controls. Vallée next 
tried vaccinating with iodised bacilli by the mouth. 
Three cows. and their calves were given two doses 
of the vaccine at 60 days’ interval, the cows receiving 
50 eg. and the calves 20 eg. of the vaccine when 
two days old. Four months after the second vaccine 
one cow and its calf were given a resistance test dose 
of bovine bacilli by mouth, the cow receiving 20 eg 
and the calf 10 eg. Five months later they were 
killed and found to exhibit tuberculous lesions similar 
to the controls. The other two cows with their calves 
were placed, together with the necessary controls, 


resistance test of 


in contact with an infected herd. After a year's 
contact all the animals, vaccinated and controls, 
reacted to tuberculin, and when slaughtered were 


found to have recent tuberculous lesions in the lung 
with calcified mesenteric glands. Thus the vaccine 
did not offer much hope of success and was apparently 
abandoned. 

Rappin " devised a method of vaccination with 
which he claimed to have obtained good results in 
a short series of cattle. The vaccine consisted of 
bacilli which had been desiccated and then treated 
with 2-3 per cent. sodium fluoride for several days. 
After being thus treated the bacilli, according to 
the author, had lost their power of infecting but still 
retained their toxicity. Finally the bacilli were 
exposed to the action of a special antituberculosis 
serum prepared by the author, so that the vaccine 
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as used for inoculation consisted of an emulsion of 
bacilli in serum. Calmette? states that Rappin’s 
vaccine was tried out by a Commission of the French 
Society of Comparative Pathology which reported 
unfavourably. 

A vaccine prepared by treating tubercle bacilli 
with urea has also been placed on the market under 
the name of Tébéan. Perhaps the best known work 
on this line, however, is that of Deycke and Much, 
who have made a very large number of experiments 
with extracts of tubercle bacilli known as partigens, 
but we are not aware that any of these have been 
used for immunising cattle. 

Nathan Raw prepared a vaccine from a human 
strain of B. tuberculosis given to him by Koch in 
1906 and subcultured since that time. For the 
purpose of immunising calves a vaccine of heated 
culture was given in two doses, the first when the 
calf was a week old and the second a week later. 
In a publication by Raw in 1925 !? it was stated that 
200 calves had been vaccinated in this way, but we 
are not aware that any subsequent statements as to 
the results have yet been made. 


(B) Living Non-Bovine Vaccines. 


The second group comprises vaccines of living tubercle 
bacilli of strains other than bovine. 


(1) TUBERCLE BACILLI DERIVED FROM COLD-BLOODED 
ANIMALS, 


A few attempts have been made to immunise with 
these strains of the tubercle bacillus—e.g., Dieu- 
donné —but without success. In 1912 Friedmann,!4 
however, introduced a vaecine which has had a very 
considerable vogue as an immunising agent both in 
man and in cattle. Friedmann’s vaccine was pre- 
pared from a strain of tubercle bacillus isolated from 
the lungs of a sea turtle with spontaneously acquired 
tuberculosis. It was found that this turtle tubercle 
bacillus did not produce progressive tuberculosis in 
warm-blooded animals, and it was further claimed 
by the Friedmann school that it had remained stable 
from the time it was isolated in 1903 to the time 
when it was introduced as a vaccine in 1912. In 
other words, it was a virus fire. Unfortunately a 
spurious form of this vaccine was placed upon the 
market shortly before the war, and the whole ques- 
tion has been complicated by acrimonious debates 
and unreliable statistics from various quarters The 
most reliable statement in this country will be found 
in the paper read to the Tuberculosis Association 
by Dr. Franz Nagelschmidt and reported in our 
columns.'® The vaccine is sold in sealed phials in 
three different strengths: (1) very weak, (2) weak, 
and (3) strong, and it is said to be free from any 
additions or modifications. 

In 1918 Altmann!*® gave the results of successful 
experiments performed using this vaccine. He 
vaccinated a herd of cattle belonging to a farmer 
who had previously lost about six cattle each year 
from tuberculosis ; after the vaccination of 50 cattle 
there were no more of such fatalities. 

A Commission appointed by the German authorities 
found that the experience of veterinary surgeons with 
the Friedmann vaccine was favourable, on the whole, 
with regard to domestic animals, 42 obtaining good 
results, 22 doubtful results, and only seven definitely 
unfavourable results.!? 


(2) AVIAN STRAINS OF BACILLI, 


The discovery of the fact that after vaccination 
of calves with tubercle bacilli of human strain the 
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bacilli might persist in the body of the vaccinated 
animals for a long time and even subsequently be 
excreted in the milk, led MeFadyean, Sheather, 
Edwards and Minett'® to try the effect of living 
avian tubercle bacilli as a vaccine. As the avian 
bacillus is only very feebly pathogenic for the human 
being these authors hoped that the persistence of the 
bacilli would be a much less serious objection to the 
use of the vaccine than was the case with a vaccine 
of human bacilli. MeFadyean had previously inocu- 
lated two cattle with avian bacilli in 1898 and 1899 
and afterwards tested their immunity against bacilli 
of the bovine type, and although there appeared to 
be some increase of resistance the animals eventually 
died of tuberculosis. In the subsequent experiments 
carried out by all four writers avian cultures from 
the surface growths of a 5 per cent. glycerin broth 
were used and 10 to 50 mg. of wet bacilli were inocu- 
lated intravenously, the animals being at least three 
to four months old at the time of vaccination. Nothing 
that occurred in the course of the experiments afforded 
any support to the view that a change in type of 
bacillus could take place. Twenty-nine calves in all 
were inoculated, 17 being vaccinated with avian 
bacilli, and 12 as a control with human bacilli. The 
results showed that the human bacilli were superior 
to the avian as judged by a subsequent test inocula- 
tion with bovine bacilli, but left no doubt in the 
minds of the writers that avian bacilli could increase 
the resistance to subsequent infection with bovine 
bacilli. The experiments did not indicate that there 
was any real advantage in vaccinating a second time 
after an interval of two or three months, or that 
larger doses of bacilli provoked a stronger immunity 
than the smaller. The experiment was not continued 
sufficiently long to test the question of the exeretion 
of avian bacilli in the milk of vaccinated animals. 


(3) HUMAN STRAINS OF BACILLI, 

(a) Behrings Bovovaccine.—In 1902 Emil vy. 
Behring introduced a method vaccinating cattle 
against B. tuberculosis by a method which he called 
the jennerisation of cattle, but which is generally 
referred to nowadays as the bovovaccination of 
Behring. It consisted in inoculating young calves 
intravenously with two doses of tubercle bacilli of 
4 and of 20 milligrammes, dry weight, respectively. The 
strain used was one of human origin which had been 
subcultured for six and a half years until its virulence 
for the guinea-pig was reduced. The bacilli were 
dried in vacuo, but were still living. In the earlier 
experiments the two inoculations of the calf were 
separated by an interval of six weeks, but later this 
was extended to three months. Some workers found 
the method useful, others obtained little immunity 
thereby, whilst others again found that the immunity, 
though obtainable, did not last more than a year. 
A careful test of the Behring method was made in 
France in 1904 by the Société de médecine vétérinaire 
pratique. Twenty-one calves were given two doses 
of the vaccine with an interval of 90 days. Two 
years later Vallée and Rossignol, on behalf of the 
Société, reported that (1) although quite definite 
resistance to subsequent injection ot virulent bovine 
bacilli was offered by the animals this resistance was 
soon exhausted ; (2) the resistance of the vaccinated 
animals to tuberculosis naturally acquired from being 
stabled with infective animals was not very marked 
and did not last more than afew months. Subsequent 
experiments undertaken by the Société showed that 
the bovovaccine issued by Behring’s iaboratory at 
Marburg was not of uniform virulence. Calmette,'® 
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who gives a full summary of the work, suggests that 
the variable results obtained by different workers 
were probably attributable to this fact. 

(b) Klimmer’s Vaccine.—Klimmer (quoted by 
Calmette!*) used a mixed vaccine marketed under 
the name of antiphymatol, which consisted of human 
tubercle bacilli attenuated by heating at 52-53°C. 
until they were no longer pathogenic to the guinea- 
pig, and of human bacilli which had been passed 
through salamanders until they were no longer 
pathogenic for mammals, Resistance is said to have 
been acquired after two months, but by the end of 
the year it had diminished. Calmette states that the 
preparation was tried out on cattle in Saxony by 
Edelmann with unconvincing results. 

(c) Heymans’ Vaccine.—Heymans, also quoted by 
Calmette,'® introduced a method of vaccinating cattle 
by inserting subcutaneously a permeable sac contain- 
ing modified human tubercle bacilli. The Belgian 
Government appointed a commission to test out this 
method on a large scale, but the report of the com- 
mission was definitely unfavourable. It concluded 
that Heymans’ sac did not protect animals from 
infection by ingestion or by contact with naturally 
infected cattle. 

(d) Arloing’s Vaccine.—Arloing, by maintaining 
tubercle bacilli of a human strain in a vegetative 
condition in the depth of broth cultures—a method 
recently revived in a somewhat different form by 
Dreyer and Vollum—and then gradually elevating 
the cultures to 44-46° C., succeeded in obtaining a 
relatively benign strain from which he made a 
vaccine. He administered this vaccine to cattle in 
two separate intravenous injections. After a test 
inoculation with a bovine strain he found that 
50 per cent. of his vaccinated animals were at autopsy 
free from lesions, 25 per cent. had circumscribed 
glandular lesions, and 25 per cent. lesions of similar 
intensity to controls. The resistance of vaccinated 
animals to a prolonged natural infection and the 
duration of the immunity had not been worked out 
when Arloing died, but Calmette, who records the 
experiments,!® suggests that the immunity produced 
was probably similar to that of other workers—viz., 
an immunity lasting about a year and then leaving 
the animals liable to infection. 

(e) ** Tauruman’”’ Vaccine.—Koch and Schiitz?° pre- 
pared a vaccine of attenuated living human bacilli 
which was marketed under the name of ‘‘ Tauruman.” 
Weber and Titze, and Schiitz and Holland found that 
one month after inoculation of the vaccine all the 
organs of the vaccinated animal were virulent for 
the guinea-pig, whilst Titze also found that if the 
vaccine had been inoculated intravenously into cows 
the organisms might be recovered from the milk. He 
recovered them as long as 16 months after inocula- 
tion. Finally, experiments by Weber and Titze 
showed that cattle which had been inoculated at the 
age of three weeks had lost all resistance in nine 
months, and vaccinated animals living with other 
animals showed very little resistance. Inoculation of 
Tauruman, however, appeared, according to Calmette, 
to dull sensitiveness to tuberculin. He notes also that 
the calves inoculated are liable to contract a fatal 
pneumonia after inoculation. 

(f) The British Royal Commission on Tuberculosis 
also made a short series of experiments with a vaccine 
of living human tubercle bacilli.24. Sixteen animals 
were used in the series; 12 received preliminary 
vaccinations, 10 with bacilli of human origin, and 
two with bacilli of bovine origin, and were subse- 
quently tested as to their resistance by the sub- 
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cutaneous inoculation of a large dose (50 mg.) of 
bovine tubercle bacilli; four were inoculated with 
50 mg. of bovine tubercle bacilli alone and served as 
controls. Of these four controls three died in from 
44 to 76 days of severe general tuberculosis; the 
fourth was killed after 92 days, and showed general 
progressive tuberculosis. Seven out of the 12 vae- 
cinated animals were killed in good health 90 to 
95 days after the resistance test inoculations, and 
showed for the most part slight and non-progressive 
lesions of tuberculosis in the internal organs. Two 
died after 53 and 87 days from some intercurrent 
disorder, and were also very slightly affected with 
tuberculosis. Thus nine out of 12 animals had their 
resistance so far increased by the protective inocula- 
tions that 50 mg. of bovine tubercle bacilli were 
unable to set up in them progressive tuberculosis. 
Of the three remaining calves one was killed when 
well after 89 days and showed general tuberculosis, 
less severe than that in any of the controls, but more 
extensive than in the seven just referred to, the lesions 
in the thorax being apparently progressive. The 
other two died in 36 and 46 days respectively of 
acute tuberculosis, differing in some important 
respects from that produced in the controls; 
although the lungs were severely affected there 
were only few tuberculous lesions visible in the 
other organs. 

These experiments clearly show that by the inocu- 
lation of large doses of living human tubercle bacilli, 
as well as by the inoculation of small doses of bovine 
tubercle bacilli, the resistance of a calf can be raised 
sufficiently to protect it against the inoculation of 
a dose of bovine tubercle bacilli which has been 
shown to be capable of setting up severe and fatal 
tuberculosis in a calf not so protected. They show 
further that this degree of resistance is not always 
produced, and that calves which have been vaccin- 
ated once, and even twice, with slightly virulent 
human bacilli, may develop fatal tuberculosis when 
inoculated with virulent bovine bacilli. 
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VIENNA. 


(FROM OUR OWN CORRESPONDENT.) 


LATER MOTHERHOOD. 

Prof. Leopold Moll has been making an exhaustive 
study of the age of the mother and its effect on the 
offspring. A few years ago he pointed out that 
the age of primipare has markedly increased. Thus 
luring the previous decade the percentage of women 
delivered of a first child between their twenty-sixth 
and thirtieth year rose from 26-4 to 32-8, while the 
percentage of primipare over 30 years nearly doubled 
(27-1 as against 14-4). During the same period the 
average age at marriage did not rise at all; in other 
words, the women married at about the same age, 
but took care not to have a child during their early 
married life. At the Federal Institute for Maternity 
and Child Welfare, of which Prof. Moll is director, 
the proportion of primipare under 25 years of age 
fell from 59 per cent. in 1924 to 38 per cent. in 1929. 
This change he regards as regrettable, because post- 
ponement of the first childbirth means, generally 
speaking, increased difficulty in labour and perhaps 
increased danger. In the “elderly” primipara 
the duration of the birth is prolonged and surgical 
interference is relatively often required. At the 
same time the risk to the child is somewhat greater. 
Thus figures from obstetric clinics in Vienna show 
that the percentage mortality of infants is 1-3 with 
mothers of 17-18 years, 1-5 with mothers of 25-26, 
3-5 with mothers of 29-30, and 6-6 with mothers 
over 30. Younger mothers find it much easier to 
breast-feed their babies than older ones, so that 
artificial feeding is less frequently needed. Further- 
more it is noted that the babies of the older primipare 
are often either premature or post-mature. Both 
conditions have their dangers, and _ practitioners 
should advise their patients against deliberate post- 
ponement of the first pregnancy—for their own sake 
and for the sake of their children. 


COMPULSORY HEALTH INSURANCE. 

The system of sick relief insurance for workmen 
and employees was established in Austria in 1888, 
and supplemented by two laws passed in 1927 and 
1929. Whilst the original law enabled small bodies 
and corporations to form so-called Krankenkassen 
(sick-clubs or insurance societies) providing free 
medical help, medicine, and sickness pay, the Act 
of 1927 allowed, or rather forced, the merging of 
several smaller Kassen into one large body, thus 
diminishing administrative expenses and standardising 
the benefits to members. Since then we have had 
four types of Krankenkassen: regional societies or 
Gebietskrankenkassen (four in number); societies 
of industrial concerns (Betriebskrankenkassen) (21); 
societies of trade-unions Genossenschafts-Kranken- 
kassen (five); and societies formed by the amalgama- 
tion of previously existing Krankenkassen of minor 
corporations (or group societies), 12 in number, 
called Vereins-Krankenkassen. At the end of 1929, 
the latest time for which comprehensive statistics 
are available, these societies had a little less than 
a million members, of whom 48 per cent. were in 
Vienna. As the conditions of unemployment were 
much worse in 1930, the figures were no doubt 
much lower at the end of that year. The four 
regional societies are by far the most important, 
and comprise about three-quarters of the total 
membership, the group societies coming next with 
16 per cent. Besides these insurance societies for 
working men and wage-earners, there are three 
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other large Krankenkassen, one for the civil servants 
of the State, one for the clerks and officers of 
municipalities, and one for employees of the federal 
State railways. These three insure also the families 
of their members. The other societies also cover 
the families to some extent, but not so fully (no sick 
pay). Estimating what proportion of the population 
is partly or wholly insured, we find that the three 
last-named societies comprise about 600,000 persons, 
of whom 350,000 live in Vienna. Therefore more 
than 60 per cent. of the Vienna population are 
looked after by some society or other. 

Medical help is either provided by an appointed 
doctor, paid a fixed monthly salary, or by a doctor, 
chosen from a panel, who receives a small fee for 
every patient consulting him (free choice of doctor). 
The district or regional and industrial societies work 
under the first system, whereas the federal and 
municipal societies prefer the second. The initial 
salary of a doctor working under the first (fixed 
appointment) system is about £10 a month for the 
general practitioner, and £13 for the specialist (who 
is not required to visit patient). The general 
practitioner has some 700-1000 members allotted 
him, and his area of practice is not very big, because 
houses here are largely built in flats, containing 
15-40 families. The salary increases every three 
years by about 15 per cent., reaching a maximum 
of some £18 a month. The controlling practitioners 
and the “chief ’’ doctors or superintendents receive 
between £20 and £25 a month and are entitled to 
full pension after 30 years of service. The specialists 
can be consulted only on advice of the general 
practitioner. They receive from £13 to £22 a month, 
with similar conditions of salary rise and retirement 
pension. Every doctor is entitled to four weeks 
holiday, with full pay (making 13 monthly salaries 
per annum), but must engage a locum tenent at his 
own expense. Since appointment as a panel doctor 
is often the only means of starting practice, the work 
is eagerly sought after. Lately an age-limit of 35 
years for the general practitioner and 40 for the 
specialist has been introduced. 


IRELAND. 


(FROM OUR OWN CORRESPONDENT.) 
THE SWEEPSTAKE AND THE HOSPITALS. 

THE amount of money distributed to the hospitals 
as a result of the Grand National Sweepstake is 
said to be £440,000. Lord Powerscourt, who 
presided at the drawing of tickets, speaking in regard 
to the funds resulting from sweepstakes, appealed 
to the public to guard themselves from believing 
that the hospitals were now so rich that there was 
no need for subscriptions. The sweepstakes were 
instituted in order to remedy existing defects, and 
to bring the hospitals up to the level of similar 
institutions elsewhere, and not to meet ordinary 
expenditure. The City Manager of Greater Dublin 
now proposes that the grants given by the munici- 
pality to hospitals should be reduced by 50 per cent. 
in the case of the hospitals which have shared in 
the benefits of the sweepstakes. In this he is following 
the example set some months ago by the Govern- 
ment. The proposal is causing anxiety among the 
executives of the hospitals concerned, and the chair- 
man of the board of governors of Sir Patrick Dun’s 
Hospital, Prof. T. G. Moorhead, in a letter to the 
press, analyses the effect that the City Manager's 
proposal, if carried out, will have on the finances of 
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this hospital. He states that when the “‘ Sweepstakes 
Act’ was passed, it was generally understood that 
its objects were to enable the hospitals (1) to pay their 
overdrafts, (2) to bring their equipment and buildings 
up to date, and (3) to establish a capital sum, the 
interest on which would bridge the existing gap 
between income and expenditure. In the case of 
Sir Patrick Dun’s Hospital, the grant of the Hospital 
Sunday Fund has already ceased, and a certain 
number of subscribers have withheld their subscrip- 
tions or diverted them elsewhere. If, in addition, 
the municipal grant is halved, the ordinary expendi- 
ture will exceed the ordinary income by a much 
larger sum than hitherto. He estimates the capital 
value of the difference between ordinary income and 
ordinary expenditure for the present year as in the 
neighbourhood of £50,000. ‘‘It is clear,” he con- 
cludes, ‘‘that even the large sums received (from 
sweepstakes) will not enable the hospitals to be 
modernised, and, at the same time, provide a 
sufficient annual income to prevent overdraft 
again from accumulating, unless the sources of 
income that existed prior to the sweepstakes are 
maintained.” 
SIR PATRICK DUN’S HOSPITAL. 

On March 23rd, President Cosgrave opened at 
Sir Patrick Dun’s Hospital a new wing which 
contains operating theatres with the necessary 
annexes and a lift. Mr. Cosgrave gave an interesting 
sketch of the history of the hospital since its opening 
a little more than 120 years ago, and of the way it 
had met the needs of the poor neighbourhood in 
which it is situated. He pointed out that, notwith- 
standing the help given by the sweepstakes, the 
hospital remained dependent on charitable sub- 
scribers for its regular funds. Mr. David Barry, who 
also spoke, expressed the hope that in due time the 
Government would see its way to bring in a Bill 
for the compulsory amalgamation of the hospitals 
of Dublin. Four hospitals should be enough for 
the needs of Greater Dublin. The Very Rev. T. F. 
Ryan, administrator of the parish in which the 
hospital is situated, paid a cordial tribute to its 
work. He said that with an experience of 19 years, 
coming to the hospital at all hours of the day and 
night, he could not recall a single instance of a 
complaint made by a patient. 





SCOTLAND. 
(FROM OUR OWN CORRESPONDENTS.) 
THE EDINBURGH CHAIR OF ANATOMY. 

Dr. James C. Brash has been appointed to the 
chair of anatomy in the University of Edinburgh, 
in succession to Prof. Arthur Robinson, who resigns 
as from the end of the current academical year. 
Prof. Robinson has not merely maintained the high 
traditions of a famous chair, but has played his part 
in the University with a personal charm and radiant 
culture that will be greatly missed. Prof. Brash 
leaves Birmingham to become one of a succession 
that includes the three Monroes, Goodsir, Turner, 
and Cunningham. He may well feel satisfaction in 
being recalled to his own University. 

UNEMPLOYMENT AND TRAINING. 

At a meeting of local members of the Institute 
of Public Administration, Mr. Cramond, of the 
Ministry of Labour, recently gave a general account 
of unemployment in Scotland and, inter alia, of 
juvenile training. On our registers in Scotland there 
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unemployed girls, a total of 18,770, their ages ranging 
from 14 to 18. Of these, only three-eighths are in a 
position to claim benefit, the rule being that no boy 
or girl less than 16 years and 30 weeks old can get 
benefit, and only those who have had 30 weeks 
of insured employment. All juvenile claimants to 
benefit are required to attend juvenile training centres, 
where these are available, and in the four great cities 
there are at the centres 3469 juveniles, a percentage of 
76-6. Non-residential training centres are provided for 
women whose prospect of returning to their previous 
work is small, and who are given the opportunity of 
qualifying for domestic work. There has been no 
difficulty in placing these women at the end of the 
training period, and about 90 per cent. of the trainees 
have been satisfactory. A training centre at Glasgow 
was started in October, 1928, for men between 18 
and 25. In a little over two years 1313 men had 
completed the course, and 1094 had been placed in 
employment. Another training centre was started 
two years ago for training young men for overseas 
work in Canada and Australia, but these openings 
were closed again last year. 
A STUDENTS’ WARD. 

A movement is on foot among Edinburgh students 
to raise funds for the full endowment of the students’ 
ward in the Royal Infirmary. For many years now 
the infirmary have reserved two small wards for the 
use of students of the University and the Royal 
Colleges, and hitherto this has been financed out of 
the general fund. The infirmary are at present 
making an appeal of half a million pounds for their 
new extensions ; and the student body felt that the 
general fund should be relieved of this particular 
expense so that more money could be diverted 
towards other purposes. There seems little doubt 
that this admirable scheme will be well supported, 
and it is certain that many old graduates who have 
been in Ward 19 will be among the first to contribute. 


HANNAH DAIRY RESEARCH INSTITUTE. 

The Hannah Dairy Research Institute is to be 
opened near Ayr by the Secretary of State for Scotland 
towards the end of the month. This project has been 
under consideration for some years and has now been 
made possible by the generosity of Mr. J. M. Hannah, 
of Girvan Mains. At first the work of the institute 
will be devoted chiefly to problems of milk production 
and the physiology of milk secretion. A survey is to 
be made of the extent to which reinfection may take 
place in tuberculin-tested herds. Investigations into 
milk fever in dairy cows, carried out in conjunction 
with the Animal Diseases Research Association and 
the Royal (Dick) Veterinary College, have led to the 
new method of treatment with calcium gluconate. 

PAYING PATIENTS AT GLASGOW. 

Last week Mr. William Adamson, the Secretary of 
State, opened at the Royal Victoria Infirmary, 
Glasgow, a new wing which provides for the surgical 
treatment of patients who are not qualified for free 
treatment, and who would find it a serious hardship 
to pay the fees of a private nursing-home. Through 
the sympathetic assistance of the surgical visiting 
staff the scale of fees has been placed at the moderate 
figure of 6 guineas per week for the first three weeks, 
and 3 guineas per week thereafter. The paying 
annexe will be self-supporting, and will not encroach 
on the main part of the institution in any way. 
Admission is confined to persons whose income is 
not more than £500 a year. They will have no 
special privileges, and will be subject to the ordinary 
rules and regulations. 
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OBITUARY 


JOHN ANDERSON, M.D., B.Sc.Glasg., 
M.R.C.P. Lond. 

WE regret to announce the death, in his fifty-third 
year, of Dr. John Anderson, head of the division of 
tropical medicine at the Henry Lester Institute, 
Shanghai, which occurred in Shanghai on March 28th, 
after an operation for appendicitis. 

John Anderson was born in 1879 at Galston, 
Ayrshire, and received his education at the University 
of Glasgow, where he graduated in arts in 1901, 
became B.Sc. three years later, and in 1906 took the 
degrees of M.B., Ch.B. He was thus nearly 28 years 
of age when he graduated in medicine, but the inter- 
vening time had been spent in the study of advanced 
zoology, a 
branch of 
science which 
he at one time 
contemplated 
making his 
lifework. 
After qualifi- 
cation he 
went into 
general prac- 
tice at Wal- 
lasey, and for 
the seven 
years preced- 
ing the war 
he led the life 
of a busy and 
successful 
practitioner, 
becoming a 
consultant for 
the surround- 
ing district. 

At the out- 
break of the 
war he joined up, receiving a commission as Captain, 
R.A.M.C.,in a Welsh Territorial division, and early in 
1915 he found himself in the throes of the struggle at 
Gallipoli, while he distinguished himself in the sham- 
bles of Suvla beach. He was later transferred to 
Egypt, and served in Sinai and Palestine as surgical 
specialist to casualty clearing stations, until towards 
the close of 1917 he qualified as a specialist officer 
in field laboratory work, in which he was engaged 
until the end of hostilities. After the armistice he 
remained for two more years as a general consultant 
in the army, until, in 1920, he decided to follow the 
study of tropical medicine as a career. 








DR. ANDERSON. 


Dr. Manson-Bahr supplies us with the following 
account of Anderson’s life as a student of tropical 
medicine :— 

‘In 1920 Anderson turned up in London with an 
ardent desire to specialise in tropical medicine, and 
undertook a course of study at the London School of 
Hygiene and Tropical Medicine. In the following year, 
as Wandsworth Scholar, he accompanied Prof. 
R. T. Leiper to British Guiana on an intensive research 
on filariasis, and stayed there nearly a year. He was 
responsible for the able memoir of that research 
(Memoir No. 7, London School of Tropical Medicine), 
and showed a quite unsuspected talent in executing 
the fine drawings with which it is illustrated. Shortly 
after the publication of the Memoir, in 1924, he was 
appointed professor of medicine in Hong-Kong. 





There he soon showed the stuff he was made of. He 
completely reorganised and directed the teaching of 
medicine, and has left an indelible stamp on the 
medical education of that Crown Colony. At the 
same time he was in demand as a consultant in the 
town, and was widely beloved and respected both 
by the Chinese and the Europeans. In 1929 he 
resigned his medical chair to organise the Henry 
Lester Institute of Medicine, Shanghai, for which a sum 
of over one million sterling had been bequeathed. He 
spent a busy year in England organising the work and 
planning the Institute, and did not arrive in Shanghai 
until late in 1930. He was engaged in intensive 
research in the local diseases at the time of his death. 

“John Anderson will long be remembered by his 
friends for his self-effacing courage, for his devotion 
to duty, his kindly, quiet sympathetic manner, and 
for his peculiar talent for getting the best out of all 
kinds of men. In China this was an asset without 
price, for he made a lasting impression upon the mind 
of every Chinaman he came in contact with. During 
the war he is known to have performed deeds of 
valour which received no official recognition—for 
instance, during a raid on a casualty clearing station 
at Belah, Palestine, in July, 1917, he remained operat- 
ing on a patient when a bomb exploded on the tent. 
His former colleagues at the London School of 
Hygiene and Tropical Medicine mourn his loss as a 
sincere student, and one with whom it was hoped 
that closer contact would have been established in 
the near future.” ~ 

WILLIAM CARMICHAEL McINTOSH, 
M.D., LL.D. Edin., F.R.S., 
EMERITUS PROFESSOR OF NATURAL HISTORY IN THE 
UNIVERSITY OF ST, ANDREWS, 

Prof. McIntosh, the doyen of medical zoologists 
of Scotland, possibly of Britain, who died at his 
residence at St. Andrews in the ninety-third year of 
his age, was well known among scientists throughout 
the world for his work in marine biology. 

Born at St. Andrews on Oct. 10th, 1838, McIntosh 
was educated at Madras College in that city and the 
University, before entering the University of Edin- 
burgh, where he graduated in 1860, obtaining a gold 
medal for a thesis on Observations and Experiments 
on the Shore Crab. Although his bent was thus 
early declared, he entered upon asylum practice, and 
from 1860 to 1863 was assistant physician at Murray’s 
Royal Asylum, Perth, when he was elected medical 
superintendent of Murthly Asylum. During this 
period he found time to pursue zoological studies, 
and in 1869 was awarded the Neill gold medal of the 
Royal Society of Edinburgh for investigations, 
chiefly in the subject of marine biology. In 1882 he 
was unanimously appointed to the chair of natural 
history at St. Andrew’s University, and in the follow- 
ing year made a report for the Royal Commission on 
Trawling which brought him considerable credit. 
His name, however, will be best remembered through 
the natural history museum of his University and his 
connexion with the Gatty Marine Laboratory, the first 
marine laboratory in Britain, of which he was director. 
He was not a voluminous writer and his output 
dealt wholly with his own subjects. 

Prof. McIntosh, who was unmarried, was an 
abstainer from alcohol and tobacco, and preserved 
his physical and mental activity until the close of 
his long life ; in spite of his advanced age, some three 
weeks ago he undertook a railway journey to London 
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to attend a scientific meeting, and it was a chill 
caught on the return journey which developed into 
pneumonia and caused his death. 


SPENCER STAWELL CROSSE, M.C.,M.R.C.S.Eng. 

Dr. Spencer Crosse, who died at Kudat, British 
North Borneo, on Feb. 10th, was the third son of the 
late Rev. Edward Albert Crosse, and was born at 
Long Wittenham, Berks, in 1888. He was educated 
at Clifton College and at Pembroke College, Cambridge, 
completing his medical curriculum at Guy’s Hospital. 
He took his B.A. in 1909, and qualified as M.R.C.S. 
in 1912. After serving as house surgeon and house 
physician at the Royal Berkshire Hospital, he joined 
the Royal Army Medical Corps in the first week 
of the war. During the greater part of the war he 
was on active service in France, chiefly with field 
ambulances or at casualty clearing stations, and 
received the Military Cross. At the close of the war 
he remained in the army for another six years, and 
was stationed in India for the greater part of this 
period. On leaving the army he held various posts 
as medical officer in the tropics, on the Gold Coast, 
in British Guiana, and Borneo. He took the Diploma 
of Tropical Medicine in 1928, shortly before sailing 
for Borneo on his last appointment. 

A colleague writes: ‘‘A straight man in all his 
dealings, Spencer Crosse was greatly beloved by all 
who knew him. Of an easy-going temperament, he 
took the ups and downs of life in a true philosophical 
spirit. He was kind and tolerant, and always 
endeavoured to put the best interpretation on the 
actions of others. He was never pushful, according 
to modern ideas, and, though he had brains above the 
average, he preferred to exercise them in what 
immediately lay before him.” 

JOHN EDWARD THOMAS, M.D. Edin., J.P. 

Dr. J. E. Thomas, who died at his home Nantlys, 
Bangor, on March 24th, was one of the best known 
practitioners in North Wales. The second son of 
the late Mr. W. Thomas, of Plas Newydd, near 
Holywell, he was educated at the University of 
Wales, Aberystwyth, and Edinburgh University, 
where he graduated M.B. in 1890, proceeding to the 
M.D. in 1900. After a period as house surgeon to 
the Caernarvonshire and Anglesey Infirmary, where 
he was later to give many years of devoted and 
enthusiastic service, he settled in Bangor, and soon 
established a large practice in the town and surround- 
ing district. From his earliest days he had shown 
aptitude for surgery, and his appointment in 1910 
as surgeon to the Caernarvonshire and Anglesey 
Infirmary marked the beginning of a new era in the 
surgical work of this hospital. At the end of his 
20 years’ tenure of office, the hospital committee, as 
a mark of their appreciation of his work, took the 
unusual step of inviting him to continue as senior 
surgeon. During the whole of the war Dr. Thomas 
was surgeon to the Military Hospital at Bangor. His 
reputation as a surgeon was such that for many years 
his colleagues throughout North-West Wales availed 
themselves fully of his experience and operative skill. 
His surgical appointments included those of consult- 
ing surgeon to the Blaenau Festiniog and Portmadoc 
war memorial hospitals. He was a member of the 
court of governors of the University College of North 
Wales, and was medical officer to this College and to 
the Bangor Normal College. Though his large general 
and consulting practice kept him very busy he found 
time for public work as well. He was an alderman 
of the corporation of Bangor and was mayor of the 
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city in 1920-21. He was a justice of the peace for 
the county of Caernarvon and sat regularly on the 
bench. He is survived by his widow, three daughters. 
and one son, Mr. T. Meyrick Thomas, F.R.C.S. 


EDWARD WILLIAM WOOD WHITE, M.D.Dub. 

Mr. Wood White, who died on March 22nd at 
Birmingham at the age of 76, was of Irish descent 
and was born in Ireland. He was a graduate of 
Trinity College, Dublin, proceeding to the degrees 
of B.A. in 1875, M.B. in 1877, and M.D. in 1893. 
Subsequently he studied at the London Hospital 
and was for three months house surgeon to 
Mr. Jonathan Hutchinson. His experience there 
it was that probably decided him to pursue ophthal- 
mology. In 1879 he was appointed house surgeon 
to the Birmingham Eye Hospital, a position he held 
for five years, and at the end of which time he was 
elected honorary surgeon to the hospital, an office 
he discharged punctiliously and with great success 
until his retirement in 1919, when he became a 
consulting surgeon. He secured the confidence of 
his professional brethren and of the public alike, 
and had a successful career in his specialty. He took 
his share in the work of the local medical societies, 
was honorary secretary for some years of the Medical 
Institute, and served as president of the Midland 
Medical Society. On five occasions ha delivered the 
Middlemore Lectures in Ophthalmology, his subjects 
being eye symptoms in diseases of the general nervous 
system, corneal ulcers and their treatment, inflamma- 
tion of the conjunctiva, glaucoma, and injuries to 
the eye-ball and its neighbourhood ; but apart from 
these he made few contributions to medical literature. 
Some years ago increasing deafness led to his retire- 
ment from practice, and for the last few years of his 
life he suffered from cardiac disability due to high 
blood pressure. ‘‘ He met his distresses,’’ writes a 
colleague ‘‘ with high courage and patience, and after 
months of anxious illness he regained some activity 
and actually resumed golf, for which he had great 
enthusiasm. For many years he was a keen lawn- 
tennis player, and acquired considerable skill in the 
game. Those of his contemporaries who remain 
remember Wood White with great affection, not 
only as a skilful ophthalmologist, but as a courteous 
gentleman and a loyal friend.” 


THOMAS REDMAYNE, M.B.Camb., F.R.C.S. Eng. 

We have to record the death of Mr. Thomas 
Redmayne on April Ist at St. Leonards-on-Sea at 
the age of 67. A son of the late Mr. R. R. Redmayne, 
of Neweastle-upon-Tyne, he was educated at Repton 
School and Trinity College, Cambridge, where he 
Was an exhibitioner. After taking a second class 
in the Natural Sciences Tripos he went to the London 
Hospital whence he qualified as M.R.C.S. in 1886. 
After serving as house surgeon, house physician, and 
receiving-room officer, and going abroad as a ship’s 
surgeon, he became F.R.C.S. in 1889 and settled in 
practice at Gateshead. Later moving to St. Leonards- 
on-Sea he became assistant surgeon to the Royal 
East Sussex Hospital, Hastings, which institution 
he served for 34 years, succeeding Dr. Cecil 
Christopherson as senior surgeon. He was also 
chairman of the medical committee of the hospital 
and had a large surgical practice in the locality. 
In leisure time he was interested in golf, fishing, 
climbing, and music. 

Mr. Redmayne was at one time president of the East 
Sussex Medico-Chirurgical Society. He leaves a widow 
with two daughters. <A son died at an early age. 
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MENTAL TREATMENT ACT, 1930. 


THE PROVISION OF TEMPORARY TREATMENT. 
By Joun P. STEEL, M.D. EpIn., 
DEPUTY MEDICAL SUPERINTENDENT, ST. LUKE’S HOSPITAL, 


MIDDLESBROUGH, 


Wuitst the Act has not been in force for a sufli- 
cient length of time to allow the full benefit there- 
from, it is evident that it will go a long way towards 
the attainment of its end, which is the prevention of 
certification of recoverable cases. The extension of 
the voluntary boarder system will, when the terms 
of the Act become more readily carried out, help to 
prevent the borderline case ; provision of temporary 
treatment without certification should ensure that 
none but the chronic case reaches the mental hospital 
proper. At present the Act is likely to be accepted 
in part rather than as a whole, because the accom- 
modation for patients suffering from mental insta- 
bility is somewhat limited outside the mental hospital, 
and until this is remedied the full benefit of the new 
regulations are not available. To the ordinary person 
it does not matter whether a patient is admitted to 
the mental hdspital as a voluntary boarder or under 
recommendation for temporary treatment; once 
they have been in a mental hospital they are labelled 
as having been “‘insane.” 

The ideal combination of circumstances is to have 
clinics at the ordinary hospitals (many of course 
being already in operation) with observation wards 
attached, and where this is possible the patient can 
be observed for a reasonable time so that a considered 
decision and diagnosis can be given, and full advan- 
tage can be taken of specialist examination in the 
hospital. If, after careful consideration and treat- 
ment, the case is deemed unsuitable for the observa- 
tion ward, then the next step should be a half-way 
one to the mental hospital—viz., to an institution 
entirely and completely detached from the mental 
hospital, and with no administrative connexion 
therewith. In this place there should be no reason 
for the withholding of the more specialised treat- 
ments presently found in the mental hospitals proper, 
and in this half-way house it would seem probable 
that the voluntary boarders and the recovering 
patients under temporary treatment without certifica- 
tion would recover (where recovery is probable) 
without recourse to the mental hospital at all. 

Naturally this is the ideal—but few municipalities 
or counties are yet equipped for such methods. As 
an alternative, and until the provisions of the Act 
make buildings of the type possible, there is the 
municipal hospital with the “observation ’’ ward. 
Patients recommended for temporary treatment can 
be accommodated in this way, and there is not the 
same stigma attached to residence in such a hospital 
as there is to a similar stay in a mental hospital ; 
for although the Act does away with the term 
“asylum,”’ it will remain in force in conversation 
for a long time to come, and will convey the impres- 
sion of ‘lunacy ”’ just as it always has done. The 
main difficulty lies in the shortage of suitable accom- 
modation at the general hospital, and the dislike on 
the part of the patient to be considered a ‘‘ mental ” 
case. The provision of suitable accommodation in 
the municipal hospital, or the provision of separate 
hospitals altogether, will quickly overcome this 
dislike ; at the clinics already in operation it is not 
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found that patients object to general hospital 
methods, and these clinics are able to obtain a per- 
centage of true borderline cases. Until some suitable 
hospital or series of wards are provided as a separate 
entity, the part of the Act dealing with voluntary 
boarders and temporary treatment without certifica- 
tion will not be as beneficial as it might. 

Steps are being taken by some municipal authorities 
to appoint medical officers in charge of the mental 
services, a step in the right direction provided that 
those appointed have reasonable power to enforce 
their recommendations for preliminary treatment. 
If this is not provided then it will be quite possible 
for a medical officer to see a case at a municipal (or 
general) hospital and to make suggestions for treat- 
ment which will in his opinion clear up the case 
without recourse to certification. If he has not the 
authority to see that these methods are carried out 
he may be chagrined to receive intimation by the 
next post that the case has been certified, and a 
request for allocation to a mental hospital. Under 
such circumstances his appointment is a waste of 
money and a stultification of the meaning of the 
Act. 

The whole purpose of the Act is to endeavour to 
keep cases out of the mental hospitals; at present 
there are few suitable places where recoverable cases 
can be treated except in the mental hospitals, and it 
will mean the expenditure of very large sums to 
provide such places. 





INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
MARCH 28TH, 1931. 
Notifications.—The following cases of infectious 


disease were notified during the week : Small-pox, 226 ; 
scarlet fever, 1500; diphtheria, 979; enteric fever, 
24; pneumonia, 2012 ; puerperal fever, 51 ; puerperal 
pyrexia, 148; cerebro-spinal fever, 66 (last week 84) ; 
acute poliomyelitis, 6; acute polio-encephalitis, 2 ; 
encephalitis lethargica, 12 ; dysentery, 6; ophthalmia 
neonatorum, 108. No case of cholera, plague, or 
typhus fever was notified during the week. 

The number of cases in the Infectious Hospitals of the 
London County Council on March 31st—April Ist was as 
follows: Small-pox, 224 under treatment, 2 under observa- 
tion (last week 231 and 10 respectively) ; scarlet fever, 1277 ; 
diphtheria, 1676; enteric fever, 125; measles, 133; 
whooping-cough, 441 ; puerperal fever, 29 (plus 14 babies) ; 
encephalitis lethargica, 122; poliomyelitis, 2; ‘ other 
diseases’’ 187. At St. Margaret’s Hospital there were 
14 babies (plus 5 mothers) with ophthalmia neonatorum. 


Deaths.—In the aggregate of great towns, including 
London, there was no death from small-pox, 1 (1) 
from enteric fever, 60 (1) from measles, 9 (1) from 
scarlet fever, 46 (11) from whooping-cough, 30 (6) 
from diphtheria, 72 (16) from diarrhoea and enteritis 
under two years, and 301 (42) from influenza. The 
figures in parentheses are those for London itself. 

Five deaths from meningococcal meningitis occurred in 
London, 1 from 1-2 years, 2 from 2—5 years, and 1 each 
from 15-25 and 35-45 years. Fifteen fatal cases of measles 
were reported from Liverpool, 10 from Birmingham, 4 from 
Newcastle-on-Tyne. Salford reported 4 deaths from 
whooping-cough, Manchester 3. Diphtheria claimed 5 
victims at Leeds. The 259 fatal cases of influenza outside 
London are scattered over 82 great towns : 20 were reported 
from Sheffield, 11 each from Stoke-on-Trent, Manchester, 
and Leeds, 10 each from Bristol and Birmingham. 

The number of stillbirths notified during the week 
was 305 (corresponding to a rate of 45 per 1000 births), 
including 45 in London. 


(Continued at foot of opposite page.) 
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CORRESPONDENCK: 


TREATMENT OF RHEUMATOID ARTHRITIS. 
To the Editor of Tue Lancer. 
Sir,—There is much in Dr. Douthwaite’s paper 
in your last issue (p. 785) that is valuable to all 
interested in rheumatoid arthritis, but his opinion 
concerning the value of vaccines is open to discussion. 
By vaccines I presume he means not only the simple 
suspensions but also residual vaccines in which I 
am chiefly interested, and I suppose his criticism 
must apply to this type equally. I have published 
records of treatment with autogenous residual 
vaccines in selected cases and the results were assessed 
by other observers. Further, the series was 
consecutive and contained all the failures. The 
proportion of cases which benefited was high and 
the only selection made was bacteriological. 1 
refused vaccine treatment to all cases in which I did 
not find satisfactory evidence of streptococcal infection 
in the throat, teeth, tonsils, bowel, or other focus. 
Dr. Douthwaite’s criticism of vaccines is destroyed 
by his subsequent statement that protein shock is 
useful. If vaccines have no specific action then they 
must act as foreign proteins if at all. It follows from 
that inference that whilst vaccines may be useful 
if they are regarded as being made from a specific 
organism they cannot conceivably be useless when 
non-specific bacterial proteins are claimed as valuable. 
In discussions on the relative merits of vaccines and 
protein shock the supporters of the latter rarely show 
any appreciation of the two-edged nature of the 
weapon that they use as an argument. I should like 
to make clear that my remarks are confined to those 
cases in which a vaccine is bacteriologically feasible. 
In my experience they form about half of all cases. 
I agree with Dr. Douthwaite that osteo-arthritis 
is in every way distinct from rheumatoid arthritis. 
I believe that a large proportion of the latter disease 
is due to a streptococcus, but from a number of stray 
items of observation I suspect a staphylococcus as the 
possible cause of osteo-arthritis. Most observers 
will agree that the causal organism is not found in the 
affected area but that the lesions are due to bacterial 
products carried from some remote focus. In my 
hands residual vaccines have been more successful 
than any other form of treatment in the first stage 
of the disease whilst the patient’s potential resistance 
is still good. 
In his excellent clinical description Dr. Douthwaite 
omits to mention a sign that I have found common 
in young women when the streptococcal infection, 


(Continued from previous page.) 
PROVISIONAL DEATH-RATES FOR 1930. 
The Registrar-General announces provisional death- 
rates from certain specified diseases per million 


population for England and Wales during the year 
1930 as follows : 


Males. Females. Persons. 
Respiratory tuberculosis S863 624 739 
Other tuberculosis . . 174 145 159 
Cancer 1411 1404 1454 


The maternal mortality per 1000 live births based 
on deaths primarily classed to puerperal conditions 


was as follows: 
Puerperal sepsis o6 ee a ee oo 193 
Other accidents and diseases of pregnancy and 
parturition o- os n« es ‘ 2-48 
1-40 


if ascertainable, lies in the throat ; the pharynx and 
pillars of the fauces are bright red and apparently 
dry, standing out in sharp contrast to the pale buccal 
mucosa. The tonsils are frequently not enlarged 
and the toxic products seem to be absorbed from the 
inflamed area at large. 
I am, Sir, yours faithfully, 
Manchester, April 6th, 1931. C. E. JENKINS. 


OVERCROWDING AS A FACTOR IN OUTBREAKS 
OF CEREBRO-SPINAL FEVER. 
To the Editor of Tur Lancet. 

Sir,—Prof. Sheldon Dudley, in his first Milroy 
lecture published in Tue Lancer of March 7th, 
refers to the seeming paradox of the incidence of 
cerebro-spinal fever in naval boys’ training establish- 


ments being 30 times greater than in sea-going 
squadrons; and, as an explanation of this, he 


mentions the hypothesis that naval recruits obtain 
a certain immunity against the disease by contact 
with carriers in the training depots. Another explana- 
tion might be found in the earlier part of the same 
lecture, where Prof. Dudley states that the ventilation 
of the modern fighting ship could scarcely be bettered ; 
and describes how, in the sleeping quarters of one 
ship, despite “‘ the densest overcrowding ”’ there was 
an almost complete absence of accumulation of 
atmospheric moisture as a result of the perfected 
system of ventilation adopted. 

It is, I think, in the light of such facts that the 64 
cases of cerebro-spinal fever which, according to 
Prof. Dudley, occurred in the fleet at sea during the 
whole period of the war must be regarded. This 
amazingly satisfactory record might indeed be taken 
as an argument against the importance of overcrowding 
as a factor in the production of outbreaks of cerebro- 
spinal fever, if the overcrowding implied is in the 
sense of deficient cubic space, as defined as a principle 
of investigation by Glover, to whose work in this 
connexion Prof. Dudley more than once alludes. 
Overcrowding, as 1 have been led to regard it in my 
own specialised work on the disease during the years 
1915-1919, is wholly bound up with the question of 
atmospheric humidity, especially indoor humidity 
in sleeping quarters ; and the conclusions embodied 
in my reports to the War Office and in various 
published papers!?* are, | venture to think, further 
substantiated by the evidence which Prof. Dudley 
has now brought to bear on the subject. The war 
period record of the fleet in connexion with cerebro- 
spinal meningitis can, at all events, be regarded as 
something more than coincidental testimony to the 
efficiency of proper ventilation amid conditions in 
which, to use Prof. Dudley’s own words, the density 
of population reached the ‘maximum possible,” 
and any “spacing out of beds” as advocated by 
Glover was an obvious impossibility. 

I may recall briefly the main features of the cosmic 


hypothesis advanced by me in 1915,'4° and more 
fully developed during the years 1916-1917. Atmos- 


pheric humidity—more especially indoor humidity 


operating through overcrowding and _ insufficient 
ventilation * *—constitutes a cosmic factor which 


favours outbreaks of the disease, the meningococcus 
being about. This hypothesis, based on ample 
experimental evidence, affords a reasonable interpreta- 
tion of the advent of viz., that humidity 
acts by causing and edema of the 


‘cases ”’ 


congestion 
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naso-pharyngeal mucous membrane, hontieonniiiion 
the meningococcus of the ‘carrier’? to penetrate 
this barrier. Also, it explains how (even in the absence 
of “‘spacing out’’) better ventilation combats over- 
crowding, by its beneficent action on indoor humidity. 
The temperature indoors being always higher than 


that out-of-doors, it follows that when the colder 
outdoor air (even though saturated) penetrates 


indoors, through efficient ventilation, it loses much of 
its saturation. It becomes then less inductive of 
naso-pharyngeal cedema, thereby diminishing the 
risk of the meningococcus of the “carrier”? migrating 
to the meninges to produce a ‘“‘case.”’ ®*® It will be 
noted, on this hypothesis, that if the meningococcus 
is not about, the degree of humidity becomes of no 
importance, since cases of cerebro-spinal fever cannot 
then occur. This gives, I think, some point to the 
opinion of Prof. Dudley that ‘* the importance of air 


supply per se in the prevention of disease has 
perhaps been overstressed,” if by this he pre- 
supposes that pathogenic bacteria are not about. 


Prof. Dudley’s contention here seems to me to express 
but a particular aspect of the more general truth 


embodied in the cosmic hypothesis put forward 
by me. 

An interesting question arises. What is it that rids 
the earrier of his meningococcus at sea? I had 


formerly assumed in my own work ashore that three 
meteorological factors dominated the situation: 
absenceof atmospheric saturation, unequable condition 
of temperature, and presence of sunshine (all three 
of which are interconnected 2? *) ; and that seemed to 
constitute a good enough working hypothesis then, 
for I had often noticed that carrier-rates in carrier 
isolation camps quickly improved with the arrival 
of sunshine and resulting outdoor life. It is possible 
that the beneficial action of these same factors are 
accentuated at sea. 

In brief, then, it does appear to me that Prof. 
Dudley’s evidence abundantly confirms the established 
ideas which I have formed as the result of my own 
observations and experimental work. Assuming the 
best atmospheric conditions in the fleet below decks, 
it would seem that we can dispense with the sunshine, 
and trace the navy’s comparative freedom from 
cerebro-spinal fever to the absence of that atmospheric 
moisture which enabled me during the war period 
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to predict, with more or fon assurance, the imminence 
of *‘ cases.” I am, Sir, yours faithfully, 
Egypt, March 24th, 1931. A. Compton. 


(1) (2) (3) War Office Reports on Cerebro-spinal Meningitis in 
— District, August 2nd, 1915, Oct. 16th, 1916, and Nov. Ist, 
917. 

(4) Report on Cerebro-spinal Meningitis occurring in the Dorset 
Military Area during the period March to July, 1915, Jour. 
R.A.M.C., 1915, p. 546; THE LANCET, 1916, i., 255. 

(5) Influence de quelques facteurs ee sur 
apparition des cas de méningite cérébro-spinale, C. R. Acad. Sc., 
1915, elxi., 472. 

(6) Susce ptibility . Cerebro-spinal Fever in Relation to Age, 
THE LANCHT, 1917, ii., 14. 

(7) Méningite céré iee- spinale et météorologie, C. R. 
1917, clxv., 73. 

(8) Etudes sur la méningite cérébro-spinale et ses 
météorologiques, Ann. Inst. Past., 1918, xxxii., 117 
(9) Outbreaks of Cerebro-spinal Fever in 
Atmospheric Humidity, THe LANCET, 1919, ii., 154. 


Alexandria, 


Acad. Se., 
facteurs 


Relation to 


POLYVALENT NATURAL ANTIBODY. 
To the Editor of Tue LANCET. 


Sir,—For many years I have been working on the 
possibility of making use of the bactericidal powers of 
normal blood-serum. The steps have been described 
in medical and veterinary journals commencing 
in THe Lancet (1924, i., 431), and in conjunction 
with my clinical co-workers, summarised in the 
Medical World (April 11th to May 2nd, 1930). The 
demand for the various therapeutic combinations 
became so great that the possibility of manufacture 
on a large scale had to be considered. It is obviously 
of vital importance that the antibody combinations 
must be accurately made and standardised. I know 
from long experience how slight an error will yield a 
comparatively inert compound as regards anti- 
bacterial action, both in vitro and _ clinically. 
Unless the antibody combinations reach the highest 
standard of accuracy they will tend to discredit a 
scientific principle that lam sureissound. For about 
a year, under the names Edwenil, Davenil, and 
Globenil, and accompanied by some of my medical 
bibliography, E. H. Spicer & Co., Ltd. have been 
offering to the profession these biochemical prepara- 
tions based on my work. After this date I wish it 
to be definitely known that I have no further associa- 
tion whatsoever with E. H. Spicer & Co., Ltd., or 
the manufacture of their products. 

I am, Sir, yours faithfully, 


Leamington Spa, April 6th, 1931. S. G. BILLINGTON. 


PARLIAMENTARY INTELLIGENCE 


NOTES ON CURRENT TOPICS. 


EASTER ADJOURNMENT. 


THE House of Commons adjourned on 
April 2nd, for the Easter until 
April 14th. 


BETHLEM ROYAL HOSPITAL. 


On March 3lst the House of Commons considered 
the Civil Estimates in Committee. 

On a vote for £318,200 for expenditure on art and 
science buildings in Great Britain, Mr. C. WrLLiams 
called attention to an item headed ‘** Bethlem Royal 
Hospital, adaptation for Imperial War Museum.” 
He said that that represented £50,000, which was 
a very large sum, and the committee were entitled 
to know precisely what was being done to the hospital. 


Thursday, 


recess Tuesday, 


Mr. LANsBURY (First Commissioner of Works), in 
reply, said that the public of London were grateful 
to Lord Rothermere for making it possible for the 


Government to take over that fine estate. Originally 
it was proposed to or down the whole building, but 
it had now been re ‘ided that the War Museum in 


the Western Galleries adjoining the Imperial Institute 
should be transferred. The L.C.C. would have to 
bring in a Bill to obtain powers from Parliament to 


alter the original Act for dealing with the Bethlem 
Hospital. Lord Rothermere and the L.C.C. had 
agreed, and the Government were now asking the 


House to agree to a proposal to use one portion of 
Bethlem Hospital to house the War Museum. A 
999 years’ lease was being ne gotiated at £1 a year 
Replying to Mr. Kelly, 


to carry out this object. 

Mr. Lansbury said no money had yet been spent on 
adapting the buildings. £5000 had been voted, but 
the Government would not spend one penny until 
it was quite certain that the Museum would be 
moved there. It was practically certain that it 
would be so. The vote was agreed to. 


VENTILATION OF HOUSES OF PARLIAMENT. 


On a vote for £78,430 for expenditure on the Houses 
of Parliament, Miss WILKINSON asked if anything 


was being spent on improving the antiquated system 
of ventilation. 
rate among 
high in the past few months. 


The sickness-rate and even the death- 
Members of Parliament had been very 
The sickness-rate had 
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been specially high, and all of them felt that when 
they came into the House they were entering a 
building where no fresh air seemed to enter at all. 
She understood that the system, which was experi- 
mental when first put in, was now admitted by 
every kind of expert to be antiquated. The air 
came up through the gratings on the floor and passed 
their dusty boots before it got to their nostrils; there 
was no fresh air coming in anywhere. It was disgust- 
ing to think that the air they had to breathe came 
welling up through the gratings in the floor. She 
was told that the air was supposed to be purified 
and washed before it got to Members, but even if 
that were wholly scientific and wholly true the air 
would be contaminated by the dust of the streets 
which was presumably on their boots. The difficulty 
was that the cleaning of the air was not effectively 
done. In the early afternoon fumes were often 
drawn into the chamber. The air was drawn from 
the surface of the Thames, washed and pumped 
through to Members. It was possible to tell when a 
tug was passing and dipped its funnels to go under 
the bridge. for Members got the heavy smoke from 
it, and obviously other impurities as well. The 
ventilation system was put in before there were so 
many petrol fumes on the Thames. Now the fumes 
rested on the water and were drawn into the House, 
and presumably contained carbon monoxide as well. 
The atmosphere was getting steadily worse, and 
something should be done. The system of ventila- 
tion needed modernising. The inventions of modern 
science ought to be used to bring up to date the House 
where they had to spend a large part of their working 
life. 

Mr. STRAUSS supported Miss Wilkinson’s complaint, 
and said that the atmosphere of the House and the 
precincts was enervating. It was heavy, 
devitalising, that most people suffered from headaches 
and found it almost impossible to concentrate on 
their work. 

Mr. LANSBURY said that he did not understand 
the criticisms in regard to the atmosphere of the 
House. He had read most of the reports. They all 
disagreed with one another, and the experts that he 
had consulted all contradicted one another. <A 
committee was appointed recently on the subject, 
and they reported that such defects as existed in the 
ventilation were attributable to the methods of 
distributing the air current and not to the quality 
of the air admitted, which was both chemically and 
bacteriologically pure. Miss Wilkinson had said that 
he breathed poison all the time that he sat on the 
Government bench, because the air was coming 
through the floor over his dirty boots. Experts 
who had examined the air told him that it was pure. 

Dr. HASTINGS asked if the examination was made 
when the House was sitting ? 

Mr. LANSBURY said that all he knew was that the 
committee reported in 1905. In 1923 another com- 
mittee made certain recommendations, the important 
part of which had been carried out. Further works 
suggested could be carried out for £5000, but the 
difficulty was that people were not agreed that 
when that sum had been spent they would have done 
what Members thought was right. He did not want 
to spend money unnecessarily, but if it could be 
proved that the health of Members really was in 
danger by lack of proper ventilation, the department, 
if it was instructed to do so, would be only too glad 
to take more advice—they had taken a lot already 
to see if they could get the experts to agree. 

The vote was agreed to. 


so sO 


HOUSE OF COMMONS. 
TUESDAY, MARCH 31ST. 
Hospital Sweepstakes. 

Mr. TooLe asked the Prime Minister whether, in view of 
the extent to which people in this country took part in the 
Irish Free State sweepstakes, as revealed by the results 
of the draw, the Government could see their way to introduce 


legislation to enable similar sweepstakes to be conducted | 1929, and 1930 respectively. 
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in this country to aid hospitals in need of funds.—Mr. 
CLYNES replied: Apart from any other consideration, I 
have yet to learn that the hospital authorities desire such 
legislation. 

Washington Hours Convention. 

Sir THoMAs INskip asked the Minister of Labour whether 
she had ascertained that the conditions upon which France 
and Italy respectively ratified the Washington Hours 
Convention would be satisfied, so far as Great Britain was 
concerned, by ratification by His Majesty’s Government 
subject to the provisions of the Hours of Industrial Employ- 
ment Bill.—Miss BonpFIELD replied: The condition 
attached by France is ratification by Germany and Great 
Britain. The condition attached by Italy is ratification by 
Belgium, France, Germany, Great Britain, and Switzerland. 
I am unaware of any other conditions. 

Sir THoMAS INSKIP asked the Minister of Labour whether 
Germany had taken any steps to ratify the Washington 
Hours Convention. Miss BONDFIELD replied : I understand 
that legislation intended to enable the German Government 
to ratify the Convention is under consideration. 

WEDNESDAY, APRIL IsT. 
Report of Hedley Committee. 

Lieut.-Colonel FREMANTLE asked the Minister 
whether the Hedley Committee, appointed 
of Control, had completed their report ; and, if so, when 
it would be published.— Mr. GREENWOOD replied : I under- 
stand that this report will be presented to the Board shortly 
after Easter, and the question of publication will then be 
taken into immediate consideration, 


of Health 
by the Board 


Rubter Paving Round Hospitals. 

Mr. GRAHAM WHITE asked the Minister of Transport if, 
in view of the opportunity afforded by the low price of 
rubber, he would, where possible, direct and elsewhere 
recommend that the roadways immediately around urban 
hospitals be covered with a rubber surface.—Mr. H. 
MORRISON replied : I understand there has been a consider- 
able reduction in the price of rubber paving blocks, but that 
the cost is still relatively high. Local authorities are in the 
best position to judge of the circumstances which should 
govern the choice of paving materials, and I do not think 
it would be appropriate for me to exert pressure on them 
in the direction which the hon. Member suggests. 


Birth Contro)! Literature. 


Sir JAMES REYNOLDs asked the Postmaster-General if 
his attention had been drawn to the extensive use of the 
post for the dissemination of birth-control literature : and 


if he would take further steps to prohibit such use of the 
post.—Mr, VIANT (Assistant Postmaster-General) replied : 
My attention has been drawn to the fact that such literature 
is sent by post, but I am advised that, unless the language 
used is indecent or obscene, I have no power to prohibit 
the transmission of such matter by post. 


THURSDAY, APRIL 2ND, 


Infant Mortality. 

Mr. DAGGAR asked the Secretary of State for Scotland 
the number of children under the age of 12 months who died 
in Scotland during 1930.—Mr. ADAMSON replied: The 
number of children under the age of 12 months who died 
in Scotland in 1930 was 7851, which represents an infantile 
mortality-rate of 83 per 1000, 


Blind Persons. 

Dr. FoRGAN asked the Minister of Health the latest 
estimate of the number of totally blind persons in England 
and Wales.—Mr. GREENWOOD replied: I have no informa- 
tion as to the number of totally blind persons in England 
and Wales, but the number registered as blind within the 
meaning of the Blind Act, 1920, was 52,727 on 
March 3list, 1929, the latest date for which figures are at 
present available. 


? 
Persons 


Workmen’s Compensation Medical Appeals. 


Mr. LAWTHER asked the Home Secretary the number of 
cases referred to the medical referees under the Workmen’s 
Compensation Act in the mining industry in Durham for 
1928, 1929, and 1930; and the percentage for and against 
the workmen.— Mr. CLYNES replied: The total number of 
cases so referred was in 1928, 590; in 1929, 544: and in 
1930, 746. Lam unable to give the information asked for 
in the latter part of the question, except as regards cases of 


industrial disease, where there was an appeal from the 
decision of the certifying surgeon under Section 43 (1) (f) 
of the Act. These cases numbered 58, 44, and 62 in 1928, 


The percentage of these cases 





838 THE LANCET,] 


decided in favour of the workman during the three years’ 
period was 63. 

Mr. McKINLAY asked the Home Secretary if he was aware 
of the grave dissatisfaction in Scotland caused by the 
attitude of the medical referees under the Workmen’s 
Compensation Act ; and whether he would appoint a small 
committee to survey the decisions of such referees with a 
view to rectifying a long-standing complaint.—Mr. CLYNEs 
replied : I have received complaints as to several of the 
medical referees appointed for Lanarkshire, but the allega- 
tions have been of a general character, to the effect that the 
referees are biased against the workmen, and that their 
decisions are unfair, and they have not been supported by | 


MEDICAL 
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evidence. Particulars of only three cases in which it was 
alleged that the workman had been unjustly treated have 
been submitted ; and while I am not in a position to review 
the decisions of referees, I have carefully examined these 
particulars, and cannot find anything in them to sustain 
such a charge. Great pains are taken to appoint as referees 
doctors of the highest possible standing and professional 
qualifications ; and once a person is appointed to a judicial 
post of this kind he is entitled to expect that the Home 
Secretary will not countenance charges of unfairness except 
on clear and definite evidence of incompetence or bias. A 
general survey of the kind mentioned in the question, even 
if practicable, would not in the circumstances be justified. 





MEDICAL NEWS 





University of Aberdeen. 


On April Ist the honorary degree of Doctor of Laws 
was conferred among others in Sir Leonard Hill, M.B., 
F.R.S. and Dr. C. R. Marshall, emeritus professor of 


materia medica in the University. Ordinary degrees and 
diplomas were conferred on the following : 

M.D.—N. M. Munro (awarded commendation for thesis) 
A. G. Morison, W. E. Morrison, and J. B. Samson. 

J.B., ChB. . W. Fullerton (with First-class Honours), 
J. A. Birnie . B. Black, D. 8. Cochran, W. L. Donaldson, 
G. MaceN. R. Duffus, I. R. G. Galloway, W. H. Gossip, R. D. 
Henderson, J. W. Levack, Hugh Livingston, E. O. Low, D. 8. 
Macdonald, J. B. Macfarlane, J. 8S. B. Mackay, T. A. Morrison, 
R. G. Russell, W. R. Scott, J. M. Stuart, A. G. D. Whyte, and 
R. D. B. Wright. 

D.P.H.—E. A. Johnston, 8. 8. Proctor, and J. C. Sleigh. 


Congress of Tropical Medicine. 

The second International Congress of Tropical Medicine 
will be held at Amsterdam from Sept. 12th to 17th under 
the presidency of Prof. G. Grijns. The subjects of discussion 
will be (1) avitaminoses, with special reference to beri- 
beri, (2) leptospira and yellow fever, (3) helminths, with 
special reference to ankylostoma, and (4) malaria, blackwater 
fever, protozoal blood diseases, and kala-azar. The general 
secretary is Prof. E. P. Snijders of the Institute of Tropical 
Hygiene, Amsterdam. 


Maternity and Child Welfare Conference. 

A national conference on maternity and child welfare, 
organised by the National Association for the Prevention 
of Infant Mortality, will be held at the City Hall, Cardiff, 
from July Ist to 3rd. The main subjects of discussion 
will be a maternity service for the whole nation, the physical 
and mental health of the normal child of 1—5 years, and 
children in institutions or boarded-out. Full particulars 
may be had from the hon. secretary of the association, 
117, Piccadilly, London, W.1. 


Tavistock-square Clinic. 

In connexion with this clinic for functional nervous 
disorders (51, Tavistock-square, London, W.C. 1) 24 lectures 
on Psychological Types and Mechanisms will be given on 
Thursdays from April 30th at the Royal Anthropological 
Institute, 52, Upper Bedford-place, W.C. Two lectures 
will be given on each day, the first at 3 P.M. by Dr. Hugh 
Crichton-Miller, honorary director of the clinic, and the 
second at 4.30 p.m. by Dr. E. Graham Howe. The course | 
is open only to members of the medical profession. The 
programme and tickets may be had from the hon. lecture 
secretary at the clinic. 


Royal Institute of Public Health. 


The annual congress of this institute will be held at 
Frankfurt a. M., Germany, from Tuesday, May 19th, to 
Sunday the 24th (Whitsuntide), under the presidency of 
Lord Reading. The six sections will be concerned with 
State medicine and municipal hygiene ; architecture, housing 
and town-planning: industrial hygiene ; women and children 
and the public health ; tuberculosis ; and pathology, bacterio- 


logy and biochemistry. Visits may be paid to centres 
of interest in and around the city, and to neighbouring 
spas. The preliminary programme may be had from the 
hon. secretary at 37, Russell-square, London, W.C.1. 


Membership of the congress is open to anyone interested. 


Legacies to Manchester Hospitals. 


At the annual meeting of Ancoats Hospital, Mr. P. M. 
Oliver, M.P., the treasurer, stated that last year that 
institution received £20,000 in legacies, and that during 
the last two years the Manchester hospitals together had 
received in bequests £335,000. Broadly speaking, 4s. 6d. 


in every pound of their incomes came from investments. 
Mr. Oliver argued that the adoption of sweepstakes would 
have an unhappy effect upon legacies. 


Post-graduate Work at Newcastle. 

Post-graduate lectures and demonstrations in medicine 
surgery, and gynecology will be given at the Royal Victoria 
Infirmary, Newcastle-upon-Tyne, from 1.30 to 5.30 P.M. on 
Thursdays, from April 16th to June 18th. Application 
should be made not later than April 13th to the Registrar 
of the College of Medicine at Newcastle. 


Cameron Hospital, West Hartlepool. 

A children’s block, costing between £5000 and £6000, has 
been added to this hospital. The additions include a ward 
and veranda with accommodation for 28 beds, and a new 
all-weather veranda to another ward increasing its accom- 
modation by six beds. Hitherto children have had to be 
placed in adult wards. 


East London Hospital for Children. 

The annual report of this hospital at Shadwell, E., states 
that last year the income fell short of the expenditure by 
nearly £3000, The ordinary income increased by over 
£1600, but legacies fell by £670, and although the ordinary 
expenditure was reduced by £700, a sum of £7850 is owing 
o the bank. The increase of in-patients treated in the 
wards exceeded 100, but a dearth of nurses has, it is stated, 
caused a drop in the average number of occupied beds. 


Royal Portsmouth Hospital. 

The annual report records a steadily increasing demand 
upon the resources of the hospital, and the surgical staff 
greatly feel the need of more bed accommodation. Last 
year there were 3731 in-patients (495 accidents) and 20,700 
out-patients, 9456 of whom were casualties. The in-patients 
stayed an average of 18 days; their average cost was 
£5 18s. 8d., at the rate of £2 6s. 1d. per week, a slight increase. 


Queen’s Hospital, Birmingham. 

It is announced that unless £3800 is found by this hospital 
before the end of June, a ward of 24 beds will be closed, the 
working expenses in 1930 having exceeded the income by 
£12,000. 


Sheffield Royal Infirmary. 

Last year the income of this hospital (£60,043) was 
£11,100 less than the expenditure, and capital expenditure 
has consequently had to be postponed. It has been sug- 
gested that the income of the hospital contributors’ associa- 
tion might be increased substantially by obtaining a penny 
a week from the unemployed of the city and by bringing 
the ** black-coated ’’ workers into the contributory scheme. 


Deaconess Hospital, Edinburgh. 

Lord Sands, in presenting the thirty-sixth annual report 
of the Church of Scotland Deaconess Hospital, Edinburgh, 
said that the number treated during the year was 941, an 
increase of 240 on last year. The major surgical operations 
were 626, against 373 last year. In the out-patient depart- 
ment there were 7573, as against 6703. This hospital is 
maintained by the Church of Scotland, as a recognition 
of the Church’s social obligations. Every county in Scot- 
land sends patients. The number of beds is 52 


Motor Insurances and Hospital Costs. 

Of the 15,000 casualty and emergency cases treated at 
Leeds General Infirmary last year, 1205 were accidents 
attributable to motor vehicles, a slight increase from 192%. 
They cost £4690, an increase of £425. The hope that the 
Road Traffic Act would give substantial relief in this 
direction is not being fulfilled, the insurance companies, 
it was stated at the annual meeting, paying to the hospitals 
only when their insured are shown to be in the wrong.— 
Victims of road accidents are costing the East Suffolk and 
Ipswich Hospital about £3000 a year. 
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Medical Fees at Malton Hospital. 


The rules of this institution have been altered to enable 
payments to be made, in certain cases, to the medical staff. 
Hitherto any person subscribing 5s. per annum was entitled 
to free hospital treatment, not only for himself, but also 
for his wife and his children up to 18 years of age. Treat- 
ment will still be free to subscribers without dependants 
whose income is less than £3 a week, and to those with 
dependants whose incomes are below £4 a week, and other 
patients may be excused from payment at the discretion 
of the monthly board. The maximum fee for major opera- 
tions will be £10 10s,, and for minor ones £5 5s. Medical 
cases will pay a maximum of £2 2s. a week. 


Royal Victoria Infirmary, Newcastle-on-Tyne. 

The volume of work last year was greater than at any 
previous period, the in-patients numbering 15,164. The 
total number of beds available, including those at the 
Innes Hopkins Memorial Home, was 576, but the daily 
average number in occupation was 604. Of the 22,468 
accidents treated—an increase of 412—1590 were due to 
motor traffic; 454 were admitted to the wards, involving 
a daily occupation of 19 beds. The governors contemplate 
the provision of further bed accommodation in the main 
part of the hospital, a complete orthopedic block, a new 
casualty and reception department, and a new block for 
the resident medical staff. The cost per occupied bed has 
been reduced from £160 to £154; the income was £100,257 
and the expenditure £93,537. The three wards set aside 
for paying patients will contain 86 beds. 


Financial Position of Liverpool Hospitals. 

At the annual meeting of the Merseyside Hospitals 
Council last week the chairman, Lord Cozens-Hardy, made 
the disquieting statement that ‘‘the financial position of 
the Merseyside hospitals is still dependent on a continuance 
of the stream of legacies.’’ Last year the penny-in-the- 
pound fund contributed £101,000 to the 22 associated 
voluntary hospitals, but, he explained, that represented 
only 30 per cent. of their total ordinary income which was 
£30,000 less than the general fund expenditure, but legacies 
had reduced the deticit by £25,000, But the £101,000 from 
the contributory fund covers barely three-quarters of the 
cost to the hospitals of the contributors and their depen- 
dants.—The financial liabilities of the Liverpool Royal 
Infirmary now amount to nearly £36,000.—The loss on last 
year’s working of the Royal Southern Hospital, Liverpool, 
was £0515, and at the beginning of the year the hospital 
owed the bank £40,919, which was reduced by £13 481 by 
the sale of investments. Proposed extensions have had to 
be post poned. 


Prince Alfred Hospital, Sydney. 

In the year ending June 30th, 1930, 
admissions ; 5707 contributed towards the cost of their 
maintenance to the extent of £19,715. The average stay 
(530 beds) was 21-31 days. In the out-patient and casualty 
departments there were 54,241 patients; in the radium 
clinic there were 5762 attendances. The deep X ray therapy 
department cannot cope with the volume of work. The 
hospital has always been the principal clinical school of the 
University, and it has been felt that the teaching of medi- 
cine and surgery, as distinct from the teaching of physio- 
logy. anatomy, &c., should be carried out in closer relation 
to the wards and departments of the hospital. Having 
this in view, the University of Sydney has received, through 
the generosity of Mr. G. H. Bosch, the sum of £220,000 for 
the specilic purpose of carrying out the whole of the work 
of teaching medicine, surgery, and bacteriology in or close 
to the hospital, and £100,000 has been set aside for the 
necessary building. 


there were 9550 


Orthopezdic Hospitals. 

Plans are being prepared for the rebuilding of the Shrop- 
shire Orthopedic Hospital at Baschurch; the existing 
buildings are of a temporary character. Last year 1413 
patients were treated, by whom, or on whose behalf, £41,952 
was paid. A large number are received through the agency 
of public authorities. An offspring of the hospital is the 
Derwen Cripples’ Training College, in grounds adjacent to 
the hospital, to which patients are sent to be trained in 
various trades to earn their own livelihood. The work here 
has so developed that an expenditure of £20,000 to provide 
additional accommodation is contemplated.—-Wingfield 
Orthopedic Hospital is also to be rebuilt, Sir William 
Morris having given £47,000 for the purpose. Four of the 
new wards and the nurses’ quarters are expected to be 
completed this year. In 1930 the patients treated num- 
bered 153 men, 102 women, and 269 children; in addition 
95 patients were treated in the private wards. At £22,739 
the income exceeded expenditure by £1708, 
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Glasgow Samaritan Hospital. 

At the annual meeting of the Royal Samaritan Hospital 
for Women, Glasgow, Sir John Stirling Maxwell, the Presi- 
dent, recalled that at a similar meeting he had attended in 
1899 it was mentioned with satisfaction that 593 in-patients 
and 508 out-patients had been treated. In 1930 the figures 
were respectively 3013 and 5078. There had, he said, been 
a decrease in income, but it was a very small one considering 
the difficult times. 


Glasgow Lock Hospital. 

The directors are considering the suitability of 
houses on the coast for establishing a convalescent home 
for children treated at this hospital. Baillie James Dunlop, 
presiding at the 125th annual meeting recently, said that 
the financial position was quite satisfactory. He felt very 
strongly, however, that there was a great need for obtaining 
compulsory powers to enforce the completion of treatment 
in defaulters. There was no doubt that efforts in com- 
bating venereal diseases were seriously handicapped by 
inability to ensure a full course of treatment in all cases 
who reported. 


some 


Medical Diary 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

MONDAY, April 13th.—4.30 p.M., UNITED SERVICES. Annual 
General Meeting. Election of Officers and Council 
Paper: Colonel P. H. Henderson: Ambulance Trans- 
port in Undeveloped Countries. 

TUESDAY.— 5.30 P.M., ORTHOPADICS. (Cases at 4.30 P.M.) 
8.30 P.M., PSYCHIATRY. Short Papers. Dr. G. de M. 
tudolf : The Experimental Treatment of Schizophrenia. 
Dr. E. KB. Strauss: Some Principles Underlying 
Prognosis in Schizophrenia. 

WEDNESDAY.—5 P.M., HISTORY 
Dr. J. D. Rolleston: J. B. Bouillaud (1796-1881): 
A Pioneer in Cardiology and Neurology. MEDICIN# 
AND NEUROLOGY. Members of these Sections are 
specially invited to attend the meeting and take part in 
the subsequent discussion. 

THURSDAY.— 8.30 P.M., NEUROLOGY. (Cases at 7.45 P.M 
Clinical Meeting at the West End Hospital for Nervous 


OF MEDICINE. Paper : 


Diseases, Welbeck-street, London, W. Cases will le 
shown. 

FRIDAY.— 5.30 P.M., CLINICAL. (Cases at 4.30 P.M.) Cases. 
Mr. Cecil P. G. Wakeley: 1. Case of Acromegaly. 


2. Compressed Fracture of the 
Mr. P. Lockhart-Mummery : 3. 
Appendicostomy. 4. Carcimona of the Rectum, 
Seven Years after Operation by Perineal Excision 
5. Colectomy for Multiple Adenomatosis (with Family 
History). Dr. J. D. Rolleston and Dr. D.G. Macpherson : 
6. Tracheotomy in an Adult for Gidematous Laryngitis 
in Searlet Fever. Mr. Eric A. Crook: 7. Exophthalmos. 


Lumbar Vertebra. 
Megacolon Treated by 


Dr. Maurice FE. Shaw: 8. Popliteal Aneurysm. 
Other speakers will take part. 8.30 P.M., ELECTRO 
THERAPEUTICS. Short Papers. Dr. J. C. Mottram : 
Secondary Radiation in Bone. Dr. John Halliwell: 
Pyelography. Dr. C. A. Robinson: Backache in its 


telation to Cervicitis, and its Treatment by Diathermy 
HARVEIAN SOCIETY. 
THURSDAY, April 16th—4.30 P.M. (at King’s College Hos- 
pital, Denmark Hill, 8.E.). Clinical Meeting. 
PADDINGTON MEDICAL SOCIETY. 
TUESDAY, April 14th.—9 p.m. (at the Paddington Tubercu- 


losis Dispensary, 20, Talbot-road, W.), Dr. R. &. 
Walker: The Work of the Tuberculosis Dispensary. 
ROYAL SOCIETY OF ARTS, John-street, Adelphi, W.C. 
WEDNESDAY, April 15th.—8 pPp.mM., Mr. D. R. Wilson: 


Industrial Lighting. 
SOCIETY FOR THE STUDY 
TUESDAY, April 14th.—4 P.M. (in the Rooms of the Medical 
Society of London, 11, Chandos-street, W.), Dr. 


Cc. W. J. Brasher : Absinthe Addiction and the Cocktail 
Habit. 


SOCIETY OF MEDICAL OFFICERS OF HEALTH, 1, Upper 
Montague-street, Russell-square, W.C. 
Fripay, April 17th.—5 P.M., 
Child. Openers: Dr. 
MeGonigle. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


OF INEBRIETY. 


Discussion on the Pre-school! 
Ethel Cassie and Dr. G. C. M 


CENTRAL LONDON THROAT, NOSE AND EAR HO=8- 
PITAL, Gray’s Inn-road, W.C. 
FRIDAY, April 17th.—4 p.M., Mr. Harold Kisch: Nasal 


Obstruction, 
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UNIVERSITY OF SHEFFIELD POST-GRADUATE CLINIC. 
TUESDAY, April l4th.—3.30 P.M. (at the Jessop Hospital), 
Mr. Chisholm: Heart Disease in Pregnancy and 

Labour. 

FRIDAY.—3.30 P.M. (at the Royal Hospital), Dr. Grout: 
Radiology in the Investigation of Cardiovascular 
Disease. 

BRITISH INSTITUTE OF RADIOLOGY, 32, Welbeck-street, 
London, W. 

THURSDAY, April 16th.—8.30 p.m., Mr. H. S. Souttar: 
The Ide al Distribution of Radon ee Mr. W. E. 
Schall: A Two-valve Transformer. Dr. Orliansky : 
U niformly Impressed Reduced Prints TA Contrasty 
Negatives. Dr. L. A. Rowden: A Technique of 
Radiographic Pelvimetry. 

FRIDAY.—I11 A.M., Visit to North Middlesex Hospital, 
Edmonton. 5 P.M., Medical Members meeting. Discus- 
sion on Uroselectan. 


HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL. 
WEDNESDAY, April 15th.—4 pPp.m., Mr. Arthur Gray: 
Common Causes of Sterility and their Treatment. 


ANCOATS HOSPITAL, Manchester. 

THURSDAY, April 16th.—11 a.mM., Mr. H. Platt: Clinical 
Demonstration. 4.15 p.M., Mr. E. E. Hughes: Renal 
Infections. 

MANCHESTER VICTORIA MEMORIAL JEWISH HOs- 
PITAL, Elizabeth-street, Manchester. 

WEDNESDAY, April 15th.—14.30 p.m., Dr. J. W. A. Hunter: 
Leucorrhca. 

MANC ae ROYAL INFIRMARY POST-GRADUATE 
col 

TUESDAY, April 14th.—4.15 p.m., Mr. W. R. Douglas: 
Cholelithiasis and Its Complications. 

FrRiIpay.—4.15 p.m., Dr. FE. B. Leech: Demonstration of 
Medical Case 










































































































Appointments 





Copy, W. E., L.R.C.P. Lond., M.R.C.S., has been appointed 
Certifying Surgeon under the Factory and Workshop 
Acts for the Twickenham District of the County of 
Middlesex. 

CurRNow, R. N., M.B., B.S. Lond., Deputy M.O.H.for Derbyshire. 


HERBERT 8., M.D. Vienna, L.R.C.P. Lond., M.R.C.S., approved 
by Board of Control under Mental Treatment Act (1930) for 
Manchester. 


Vacancies 


For further information refer to the advertisement columns. 


Bangor, Carnarvonshire and Anglesey Infirmary.—H.s. £200. 

Barnstaple, North Deron Infirmary.—Res.M.O. At rate of £150. 

Beckenham, ae Bethle m Hospital, Monks Orchard, Eden Park. 
Two Res. ’s. Each at rate of £25 per pune. 

Bedford ¢ ana ‘Hompital —H.S. Atrate of £175 

Birkenhead General Hospital. —H.P. £100. 

Birmingham, Selly Oak Hospital.—Res. Physician. £550. 

Blackburn Royal Infirmary.—Fourth H.S. £150. 

Bolingbroke Hospital, Wandsworth Common, S.W.—H.S. At 
rate of £120. 

Brighton, Hove, and Preston Dispensary.—District M.O. 

Brighton, Royal Susser County Hospital.—H.P. £150. 

—_ we Colony for Mental Defectives, Westbury-on-Trym. 

Med. Supt. £650 

Bristol Generai Hospital.— Sen. Res. M.O. £200. 

Bristol University.—Lectureship in Physiology. £300-—£400. 

Burnley, Victoria Hospital.—H.P. At rate of £150. 

Burton-on-Trent General Infirmary.- Jun. H.S. £150. 

Bury Infirmary, Lancs.—H.S At rate of £200. 

Bury St. Edmund’s, West Suffolk General Hospital.—H.S. £180. 

Carlisle, Cumberland Infirmary.—H.S. to Eye, Ear, Nose, and 
Throat Dept. At rate of £155. 

Chester Royal Infirmary.—H.S. £150. 

Chesterfield and North Derbyshire Royal Hospital.—H.s. At 
rate of £150. 

Doncaster, Royal Infirmary.—H.S. At rate of £175. 

Durham County Hospital.—H.S. £150. 

Ealing Borough.—Asst.M.O.H. £600, 

Gloucester, Gloucestershire Royal Infirmary, &c.—Second H.S. 
At rate of £120. 

Hampstead General and North-West London Hospital, Haverstock- 
hill, N.W.—H.S. At rate of £100. 

Harrogate Royal Bath Hospital, €@c.—H.P. At rate of £156. 

Hellingly, East Sussex County Mental Hospital.—Jun. Asst. 
Res. M.O. £350. 

Hospital for Fpilepsy and Paralysis, Maida Vale, W.—Res. 
M.O.and H.P. At rate of £150 and £100 respectively. 
Hull Royal Infirmary.—H.S. to Ophthal. and Ear, Nose and 

Throat Depts. At rate of £150. 
Kingston-upon-Hull, City and County of.—Asst. Tub. Officer. 
£600. 
Leeds, Herzl Moser Hospital, Leopold-street.—R.M.O. £100. 
Lincoln County Hospital.—Jun. H.s. At rate of £150. 
Liverpool and District Hospital for Diseases of the Heart.— 





Two Research Fellows. £200 and £150 respectively. 





Res. H.S. At rate of £150. 
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All Saints.—Non- 


Manchester, St. Mary’s Hospitals.—Four H.S.’s. Each at rate of 


£50 


Manchester and Salford Hospital for 


At rate by £100. 


Skin Diseases.—H.S. 


Middleser C.C.—District M.O. £80. Also Public Vaccinator. 


Middlesex Hospital, W .—Anvesthetist. 
£100. 


Also Asst. Anvsthetist. 


Newark General Hospital.—Res. H.S. #£175. 


Newcastle-upon-Tyne, Royal Victoria 
Jun. Surg. Reg. £150. 


Infirmary.—W hole -time 


Northampton General Hospital.—Hon. Surgeon. 
Nottingham City Infirmary, Bucknall-road.—M.O. £350. 
Netngnam General Hospital.—H.S.and H.P. Each at rate of 


£15 
Oldham Ko Royal Infirmary.—H.S.’s to Special Depts. Each at rate 


I ae, Festitution Hospital.— Res. Asst. M.O. £200. 
Poplar Hospital for Accidents, East India Dock-road, E.—Sen. 


Res. O. £200. 


Preston, County Mental Hospital, Whittingham.—Med. Supt. 


£950. 


Public Dispensary, 122, Drury-lane, WC. tes. M.O. §=€£150. 
Cueen’s Hospital for Children, Hackney-road., E.—2 H.P.’s. 


Each at rate of £100. 


— Lancs, County Mental Hospital. 
50. 


Visiting Radiologist. 


mete Royal Berkshire Hospital.—Cas. O. and Res. An:es- 


thetist. Each at rate of £150. 


Redhill, Surrey, Royal FEarlswood Institution.— Jun. Asst. M.O. 


At rate of £250. 


—, Infirmary and Dispensary.—Senr. H.S. At rate of 


Pn tard Hospital.—Cas. H.S. £120. 


Hon. Surgeon to Ear, 


Nose and Throat Dept. Also Hon. Dental Surgeon to 


Out-patients’ Depts. 


Royal College of Surgeons of Fngland,— Examiners in Anatomy 
&e. Also Examiners under the Conjoint. 
St. Mary’ . “rr for Women ane Children, Plaistow, F.—Asst. 


Res. M.O. At rate of £12( 


Scarborough Hospital and SA Two H.S.’s. Each £175. 

Sheffield Royal Hospital.—Ophth. H.S. £120. Also H.VP 
H.S., and Res. Anmsthetist. Each €80. 

Simla, India, Nutrition Research Laboratories.—Chief Research 


Worker. Rs. 1500 to Rs. 2500. 


Singapore, Straits Settlements, Mental Hospital.—Asst. Med. 


Supt. £700. 


South London Hospital for Women, South Side, Clapham Common, 


H.P. At rate of £100. 


Southport General Infirmary.—Jun. H.S. 


Staftordshire General Infirmary.—H.P. 


£120. 
£150. 


Swansea General and Fye Hospital.—Cas. O. 
U ey iv College Hospital Medical School, University-street, 
Ww. 


—Beit Memorial Fellowship 
2400. 


for Medical Research. 


Ww a Victoria Central Hospital.—Jun. H.S. At rate of £100. 

Walsall General Hospital.—H.S. At rate of €15 if 

Western Ophthalmic Hospital, Marylebone-road, N. Ww. Sen. Res. 
1.8.’s, and Jun. H.S.’s. At rate of £150 and £100 respec- 


tively. 


Willesden General Hospital, N.W.—Hon. Clin. Assts. Also H.P. 


At rate of £100. 


Wrerham and East Denbighshire War Memorial Hospital. 


Res. H.S. At rate of £150. 


The Chief Inspector of Factories announces vacancies for 


Certifying Factory Surgeons at 
Bellshill and Mossend (Lanarks); 
t Thirsk (Yorks). 


Gnosall (Staffs): at 
at Hull (Yorks); and 


Births, Marriages, oui Deaths 


BIRTHS. 


BALL.—On March 20th, at ‘* Woodland Croft,’’ Woking, the 


wife of J. Bramley Ball, L.R.C.P 
a daughter. 


M.R.C.S., L.D.S. Eng., of 


HaRpDIE.—On March 29th, at King-street, Gt. Yarmouth, the 


wife of Ronald W. W. Hardie, M.B., 


Ch.B., of a daughter. 


MARRIAGES. 


JONES— EVAns.—On March 28th, at the 


Welsh Church, Charing 


Cross-road, Alan Trevor Jones, M.D., M.R.C.P., of Car- 
o_o ‘n, to Gwyneth Evans, danghter of Mr. and Mrs. 
. Evans, Gunnersbury-avenue, W. 


DEATHS. 


ANDERSON.—On March 28th, suddenly, at Shanghai, John 


Anderson, M.D., M.R.C.P., D.T 
Institute of Medical Research. 


: 


of the Henry Lester 


DRAKE.—On March 29th, at Cromwell-road, Canterbury, 


William Drake, M.R.C.S. Eng., 


of Taunton and Harwich, aged 59. 
REDMAYNE.—On April Ist, at St. Leonards-on-Sea, Thomas 
Redmayne, M.A., M.B., F.R.C.S., aged 67. 
STENHOUSE.—On April 4th, at a nursing home, pa. 
Surgeon Rear-Admiral John H. Stenhouse, R.N ., retired, 


aged 65 years. 


Swatn.—On March 27th, at liford- ae, 
M.¢ .F 


Swain (late Major of R.A.) 


L.R.C.P. Lond., formerly 


Ilford, Dr. James Steel 


N.B.—A fee of 78. 6d. is charged rth the insertion of Notices of 
Births, Marriages, and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 


THE QUEST CLINIC FOR CHILDREN. 

THE ‘*‘ Quest ’’ clinic for children, hitherto situated 
in Clarendon-road, is continuing its study of nervous 
and delicate children under very difficult conditions. 
The clinic is now moving to Robert Browning’s house 
at 19, Warwick-crescent, W.2. It has already 
achieved interesting results in spite of restricted 
accommodation, inadequate income, and a_ great 
increase in the number of applications for admission. 
The annual report for the year 1929-30 states that 
54 children were treated and that the actual clinical 
work had to be curtailed in order to organise the 
office and a system of records. Each child is seen 
first by a physician, who gives it a complete physical 
examination and records progress at monthly 
re-examinations. Children with definite organic 
disease are referred to the proper authorities ; those 
with mild lesions continue to attend the clinic while 
receiving treatment elsewhere, whereas those in whom 
no organic disease is found remain under the 
care of the clinic. There is a small pathological 
department. It is stated that metabolic urinary 
studies have been made on most of the cases, but 
that it has been impossible to develop the laboratory 
to the extent desired. The work in the psychological 
department has followed the lines of previous years, 
involving many kinds of approach by which the 
child can give expression to its conscious and 
unconscious phantasies. The methods have proved 
effective in three cases of epilepsy. The work of the 
social department has been heavy, and a worker 
has been lent by the Child Guidance Clinic. Every 
attempt is made to see the child’s adaptation to life 
from as many angles as possible and conferences are 
held on all cases that do not appear to be simple. 
The rhythm department has detected two definite 
types of response, and the exercises are said to have 
benefited the children considerably. Every worker 
with children knows how much the fate of the neurotic 
child depends upon the parents; psychotherapeutic 
treatment is available for mothers and fathers at 
this clinic with much benefit to the whole family. 
A special course has been initiated to train men and 
women in the principles of modern dynamic 
psychology and remedial work. It is hoped in the 
future to be able to provide much more room and 
equipment and to develop the biochemical and 
record work; it is believed that valuable psycho- 
logical laws are buried in the case-sheets. 


sole 


AN INDUSTRIAL CLINIC. 

Messrs. R. A. Lister and Co., Ltd., of Dursley, 
Glos., have just opened, close to their engineering 
works, a clinic equipped with medical 
and dental apparatus, and have 
arranged with three local doctors and 
two local dentists for one of each to be 
in attendance daily. It is not intended 
to compete in any way with the panel 
service, but it is hoped that the 
presence of doctors and dentists in the 
factory will lead to the firm’s employees 
applying for treatment at the moment 
it is needed and thus avoiding dangerous 
delays. Incidentally by preventing 
avoidable ill-health the clinic should 
increase the efficiency of the staff of 
1500 men. The scheme is the outcome 
of a meeting between the directors 
and representatives of the employees, 
which considered the large amount of 
time lost from illness or injury owing 
to the distance of employees’ homes 
from the works, with consequent delay 
in seeking medical advice. 

The medical clinic here illustrated 
is open during working hours, and 
one of the three doctors in the town 


attends every day from 12.30 to 1.30, later, 
according to the number of patients. The attendant 
is an ex-chief petty officer, sick bay attendant, who 
deals with dressings and dispenses such things as 
cough mixtures. One of the directors gives examples 
of the way in which the clinic is reducing sickness 
and loss of time. A burnt arm is dressed by the 
attendant during the dinner hour and again before 
the man goes home ; a visit to his doctor would have 
entailed temporary absence from work and _ the 
drawing of sick benefit. Two or three of 
measles recently occurred in one department of the 
works ; every man working in this department was 
examined in the clinic with a view of checking a 
spread of infection. A man in the foundry was 
found to have diphtheria and swabs were taken in 
the clinic from the throats of the other men. 

At the dental clinic two local dentists attend on 
alternate days, excepting Saturdays, during the 
luncheon hour. Their charges to members of approved 
societies are in accordance with the rules; to non- 
members slightly less than the charges made at their 
private surgeries, since the firm supplies equipment. 
Increasing numbers are visiting the clinic. 


Cases 


SOCIOLOGICAL DATA FROM BIRTH CONTROL 
CLINICS, 

A VERY thorough and painstaking examination 
has been made by a non-medical author of the 
sociological data furnished by 70,000 cases appearing 
in the records of 70 birth control clinics in Germany, 
Austria, Russia, Great Britain, and the United 
States.! The bibliography extends over 20 pages. 
The medical reader will find in the book no informa- 
tion on the comparative value of different contra- 
ceptive methods, and he will derive from it no 
guidance on how best to advise the patients who 
consult him on this subject. Hence the book will 
be of less interest to the practitioner than to the 
medical officer of health, for whom the question now 
arises of providing what are called ‘‘ birth control 
facilities.”’ 

Of the sociological findings arising out of the 
actual clinic statistics, perhaps the most interesting 
is that in the United States these clinics are apparently 
used as freely by Roman Catholics as by persons of 
other religious persuasions. Thus, according to 
the U.S. Census of 1920 and the Catholic official 
Year Book of the same year, 30 per cent. of the 


‘Seventy 
Robinson. 
Pp. 351. 


Birth Control 
Baltimore : 


Clinies. By Caroline 
Williams and Wilkins Company. 





An industrial clinic. 
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population of New York, Chicago, Newark N.J., and 
Cleveland, Ohio, were Catholics. The statistics of 
the birth control clinics that have been working in 
these cities between 1921 and 1928 show that 36 per 
cent. of their clientéle are Catholics. 

The general argument of the book is to the effect 
that birth control is not to be regarded as in any 
strict sense a cause of that fall of the birth-rate 
which has occurred so conspicuously in all civilised 
countries in the last 60 years. It is to be regarded 
rather as the means by which a wish has expressed 
itself. The wish to have fewer children is the essential 
cause of the decline in fertility above referred to, 
and according to the author is generated by some 
means (not as yet understood) by the numerical 
increase of population and by the consequent over- 
crowding which has thus arisen. That the actual 
practice of contraception cannot be regarded as in the 
proper sense causal is strongly suggested by the 
position in Ireland, wherein contraception is little 
used. That country by the extensive use of celibacy 
and emigration ‘‘ keeps her birth-rate at the moment 
the lowest in all Europe, except Esthonia.’”’ Mrs. 
Robinson advances elaborate and_ well-reasoned 
arguments for supposing that the qualitative effects 
upon the population of the work of birth control 
clinics is not as harmful as is often alleged. This 
conclusion is put forward despite the unanimous 
opinion, fully appreciated by the author, of practically 
all competent British authorities that the existing 
birth control methods are impracticable by those 
classes whose fertility is likely to be the most prejudi- 
cial to society. It is possible that in this connexion 
conditions in England may differ from those obtaining 
in the United States. There are reasons for supposing 
that the class designated in the recent report of the 
Mental Deficiency Committee as ‘‘ The Social Problem 
Group ”’ does not exist in the United States as it 
does in England. Failure to distinguish, among 
the large proportion of unskilled labourers’ wives 
who attend the clinics, between the wife of a bona 
fide worker and the wife of a more or less unemployable 
social parasite may have obscured an important 
issue. The wives of the latter are, in fact, little 
represented at the English clinics. This distinction 
is difficult to establish statistically ; yet it is of the 
first importance in evaluating the social effects of 
present-day birth control. 


THE USE OF STATISTICS IN MEDICINE. 


Doctor and actuary regard life from different 
aspects. The actuary seeks to find out a probability 
factor from his experience of a great number of lives 
in bulk; the doctor is primarily concerned with the 
individual’s expectation of life and the means of 
improving it. Nevertheless, as Mr. F. L. Collins 
showed at a meeting of the Medico-Legal Society 
recently, mortality statistics are indirectly of 
incalculable value to the medical profession. One 
of the most important factors in the awakening of 
the national conscience in the middle of the last 
century to the importance of human life and the 
possibility of its prolongation by improved sanitation 
and environment was, as Mr. Collins pointed out, 
the pioneer work of Farr. He was the first man in 
this country to apply census returns and death 
registers scientifically to the betterment of the public 
health, and the Public Health Acts, which were 
passed in the ’seventies, were due in large measure 
to the light which he shed. Mortality statistics 
are of ever-increasing importance to medical officers 
of the public service as a guide to the efficacy of their 
health administration, and they form the foundation 
of national health insurance and Government pensions 
schemes. To those who desire to appreciate more 
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fully the importance of mortality tables to the life 
of a community Mr. Collins recommended a study 
of the Registrar-General’s Decennial Supplement. 
It may be that actuarial technique will remain to 
the practitioner of medicine something of the mystery 
which the language of the pathological laboratory is 
to the actuary. 


But this does not justify the rejection 
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of mortality tables on the ground that “ statistics 
can prove anything.’’ Honesty and competence 
ensure that statistics shall be used only as instruments 
for.discovering truths, and every fair-minded medical 
man will grant to the actuary a measure of those 
qualities equal to that which he claims for himself. 


INDUSTRIAL HEALTH EDUCATION. 


SomME folk make a brave show with but little 
outside the shop front; others with an inferiority 
complex make but little show with much worth 
exhibiting. The annual report of the Industrial 
Health Education Society belongs to the latter 
category ; it is laconic rather than precise. Anyone 
who has been present at some of the talks organised 
by the society knows the good work it is doing. 
Perhaps it may be a group of 50 to 150 coal-miners 
collected in a welfare hall to listen to a lecture on 
nystagmus, and thereafter to heckle the lecturer ; 
or a number of tinplate workers in a village institute 
gathered to discuss their occupational troubles; or 
some cotton operatives eager to hear about spinners’ 
cancer. The human touch is present at these meet- 
ings, bringing the scientist in contact with the object 
of his research; and he is learning as well as his 
audience the value of knowledge. Well may the 
society choose as its annual motto the words spoken 
on its behalf by the Prince of Wales: ‘‘ No man’s 
work should be a danger to his health or a menace 
to his life.” There is much room for propaganda 
to teach those who want to be taught how to earn 
a healthy life in the industries of the country. This 
is the work of the society, and we hope it will continue 
to expand. 


THE ROLEX ‘* PRINCE ’”’ WATCH. 
THE Rolex * Prince’’ watch has been designed 


to introduce a new and useful feature in wrist watches. 
The face has two dials, the upper one showing the 
hours and minutes, and the lower one the seconds. 
The seconds dial, which is 9 mm. in diameter, can be 
read clearly, with all the convenience implied for 
clinical purposes. One winding keeps the movement 
going for 58 hours, and a compensating hair-spring 


protects against irregularities of temperatures, in 
which connexion the firm possess a certificate of 
excellence by the Swiss Government Observation 
Station. The watch is not unduly large, being 


slightly curved fits comfortably to the wrist, and in 
appearance is an attractive piece of jewellery. The 
price ranges from 8 guineas to 40 guineas, and the 
name of the nearest agent for its supply can be 
obtained from the Rolex Watch Ltd., 40/44, 
Holborn Viaduct, E.C.1. 


Co., 


A USEFUL SAINT. 
To the Editor of THe LANCET. 


Sir,—I had recently occasion to investigate the 
exact meaning of the French word “ acariAtre ”’ 
(crabbed ;  cross-grained ; waspish, &c.), and con- 
sulted the latest edition of Larousse’s excellent 
dictionary. For the first time I see that it gives the 
etymology, as follows: ‘‘de Saint Acaire, qui 
guérissait les fous.’’ I have consulted several histories 
of saints, and other large French and English encyclo- 
pedias, but cannot discover any account or even the 
name of the saint. As a saint who cured mad people 
would have certainly an interest for medical historians, 
perhaps one of your learned readers would help. 

I am, Sir, yours faithfully, 
London, April 8th, 1931. ETYMOLOGIST. 


SOUTHAMPTON HOSPITALS’ ASSOCIATION.—The 
second annual report of the Southampton and District 
Hospitals’ Association shows that in 1930 the receipts 
more than doubled, and that 45,000 cards have been 


issued for the current year. .The working expenses have 





been reduced from 14 to 6 per cent. 





